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TUB OFFJtCBRfl^ FQJRWORD 



/^roro# o;i Miih Bl(ood ^rviauro |Sdiuo«Uon «nd Control (N»HPTr) , tnkii thim 
;oppQ»tanity to,ol<ki;r our qoimn^nti At « «or#vrord t^)%h* Flnnl. Report of 
tt\n T|i0k„r0rc«« 1 ,^ 

For. WftoK ji»«tiaitn»^ tJjt n^tob^if on* health j^bX«ilrti t« unoontrolUd high 
I blood pr€««ip:« wit^h iin 'Mtim^t^^ 5 million kfaying tl^« probltm, Thi« 
^rfpTMsnti^ on« inl fovuf bUok« M'tiof^partd with b»€ iniix will to. Vhm 
ooihMqiuinott of thi« is that, in •q«rtain ag« groups, blaoks have from three 
, -to If our timm th^lrat^ of^fat^i^ airoke found in thd general population, 

ind high rate* .of ihyperteSiT* iedhemio heart dleeaee. dihe local 

tudy suggested thfit blao)^!l In- one jpidweetern locality may have experlenoed 
up to 18 timefl tJheiamoUiit tif^iliiypertene ion-relate^ end-^etage renal diaeaee 
. 'ae ilonblacka-«* 'M' ^ , , ' ^ ' ' . ' , ' 

Although drug 'mediOatlon has been proven to be ef feet ive \in controlling 
hi^h^^blood pr^esure' and itfi conaequenc current -data, august that at , 
the britical levels; of blood pressure over 105 diastolic blacks are not 
,,impr6vin^ relaljive^tb^tbe general population. Such data suggest that 
VttV^f is no dlbsure iof thisi gjij) since the Health a^d NutritionyBxaminmtion 
r (fJANEa) of 1^71-74.-^ Otrrently, less than 1 percent'of Tthe whit4 
.^]$>^^^tion is thought to have a diaistolic blood pressure ave^ 105, whereas 
tnis mumM approaches 5 percent in black communities. 

On^ Cf out ^inmedi'ate goals would be to normalize th^sQ^lood pressure 
relationships. A concerted effort is> needed to identify and begin 
treat iieSn^t ji^ Americans witlj^ elevations of JOS: diastolic and above. 

..This ts in ji^di'tion to the J.mpeMtive to identify and promote coi\trol 
among pelrlBoris with diastolic blood pressures in the 90-104 range. 

High blodd pressure begins >arly in blacks causing premature deatlv and 
disabilitly. For example, age-adjusted stroke death rates between the 
ages of 35^4i|;'are three to five times higher;^ in the black community than 
in the ge'nefaly community . This can have a devastating effect on the 
family and oc^munity from which the stroke victim comes. It takes from 
the community individuals whOi^ may be exercising leadership roles, Serving 
as role models f^r -developing youth and con^ibuting to the gross 
productivity iiu the* black community as well as the country at large. 

The real traypstj of all of this is that blood pressure can be controlled 
with medicatioxv and lifestyle changes. The regimens which control blood 
pressure do lead to decreased death. and disability from stroke, he^rt and 
kidney disease. The CHAlS^ENGE is to STOp \innecessarv death and disability. 



Causation 



♦Easterling, "Racial Factors in the Incidence and^ 
Renal bisease," Transactions pf the American ^ciety of 



"internal Organs, Vol. 2^/ P 28-33, 1977. 



of End Stage 
Artificial 



V 



Ikmirti l4un«, knd Bloo4 Initltutt 4n th^ full of 1977 « irnnporiM 
probUm of unqof)tr<>ll«<l hiah\bloo4 |kir«i««iu)^ii in tht lAi:g«»t «thnio mtnartty 
In thi* oaunWy* '^hU tmik foraf rtpri'ii<int«rt * wlrt* ir«ing« h^^lth 
InUrMti in t?ui blliak qommvinity* Wii iir« jMnrtioulttirly wiUv tlw 

qowmlt4ii«nt^ 4«i<liaAtiLan Ami ntjrong #CCoirtii at M\l^ t^nK lfora«i m-rfmb^t-^ ^na 
tti# nupport firpm th^ otgAniiAi^ionA tl^wiy v#pt<iiiiintN ' , 

Ovsr an 18-montl> p<ii|ioil/ thoi ^tional bludK Htonith «»rovi4«ir« Tank )^vq^ 
h«fl lopkad «t th« rql«B In bl0o4 prwiaura apntfdi of th6 Vnvloua h««lth 
aar« provider*. Th«^ approaahi waa ona of forn(|w:a iilannihg^to tha yiiiAi: 
2000 and» took Into upaount tlvii fAollity, manpdwar, flnahqini; ^laalth ^ ^ 
aduaatlon (xx\A othar ^barriarfl that may iH;an4 in tha way .of par foirmlnij 
auaoaaafully thaaa pcovidai: rUaa,^ Furthar, ifc.ia olaafr that H««'l-tih ^ 
providara, alona, cannot control high blood ^raaaura or many othar haaith 
raliatad problama In a fraa atandlng camnunity; ^arafpra^ during; th^ / r , 
dalibaxationa of tha taak foroa, ^natlonaV J^val 0poka#pi|r«6n» raprakantin^ 
organisBatijpjnal unite in the blaqk comttiunity wara caliad tipdl^- to axplora 
appropriate supportive rolae baaad on jthair inter aatp. Tha<f& org<jni2ationo, 
the back bona of the black community, payer ed auch areas ai^ rel4,gion/ ^ * ^ 
civil rights ^ fr'atetnltlea? sororit^iaia and unions whldh must be -involved 



if tha goa> of community wide blood pr^a^ura control ia td be aObi^ved^^ 
We are pleased witih the effort and believe *that it has laid Jhe foundation 




Upon whicl}. to build for the future. 
Respectfully submitted/ 



AjrthxuT; H<» 
Ch^a^lrperso 



laman, M^'b. / J.D. 
UBHPTF / 




Ld R. Ware; M.D.% M.P.H. 

"^Co-Chaitperson/ NBHPTF 




Vice CJiairperson, NBHPTF 
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*hy«Ao4iini whaulil utiUpt i%% 1) to w«v4«w lihii iiaofiNi of nan«i<i4liiiiiV 
*n<l mtaioiil eunotloi^i'thiit; m^mmMJcy for ffftofelvt aontrol of hinh 
blood prtdiurii im4, 3) tjo iMifwtn* thu rol«a that may h% |Niiffom«4 by 
obh^ra and«r th# phy«iol«ii«i aoordln«tion tea «««iiit In AtUlninii mmh 
aontrol. ^< 

podli«tiri«t«i# uptQm#tri«t«) should utili«« thi« rtjpoirt; to ir«yi«iw and 
con»id«ir prof«»Aon«X ,«iotlvitUi in whlqh tJwiy a«n Ana^lg* to miA and mhmt 
X20imunity«^wld# high blood poc«ii0ur« oonte^ , ' 

■ ■ * . ^ 

Iffxmonm Involved In th«i planning and managamant oil larga^^aoala 
dalivary ayat:am« (i.a.^ haalth malntananoa organliatlona^ n'atwotka of 
ocmpinahanaiva haalbh oanta.icai and inatitutional haalth ayatama) ahould 
uaa thla raport to idantify tha framawQrif for planning or itodlfylng 
ayatama of HBP aai^yioa dallvary to maat tha naada of blaok Amarloana. 

^ Haalth oara financing antitiaa ahould uaa thla raport to axamlna 
financial barri^ra, tha ramoval of which ahould facllitata widar HBP 
\,oontrol. Tl>e antlclpatad ri^uctlon Ih tha pravalanca of tha aaqualaa of 
high blop52Kpra8aura ralatad dlaaaaaa (l.a., atroka, haart dlaaaaa,' ranal 
fallura) rapraaanta an opportunity to raduca hu^ian auf faring and, poaaibly# 
financial coats* 

> ^ , ■ * , 

Bualnass, civil rights, civic, rallgloua, labor and community 
organl8;atlon8, foundatlona, and voluntary asaoclatlona which aarva black 
communities should use this report to Identify those areas of high blood, 
pressure education and control activity which will be enhanced or ' 
facilitated by their organizations* 

'Institutions that are engaged In funding or conducting biomedical, 
epidemiological, behavioral and health systems research should use this 
report as an Input for their resource planning and priority allocation*^ 
processes* 

This report Is not Intended to 'be an academic exercise but rather an 
action. oriented document for health caure providers and others who 
participate In' the control of high blood pressure aj|i5ng Islack Americans* 
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1 * 

i^tm iMiNit^iii |MraiNi«i|.|4i4^ m4 iNNtii^jfil *fmi^#i^la#i ti^igmi^iM fiK^af#|)i« 

Hi M44iti lifi^MMipif tpmttf tilt. iNiwiii^j^^^f t\m p^Ut ^i^ftfuin^ 
nil Mi»t#f# tff##%ifif p^U;^ MiiUH/ ffiiNHttaf mm^^mm^^ Mt 

I #|MFiiii«|ii|«i4 l^tl miilii af 1.1111 no i|l;At«4i« ttai tl^i^ili* %Um « fMiu«*flMii 

IMH^uUiiati r«^«ir4iffi^ |ir«v«nkiofi ut thm mv^^ii uf 4tHl#l 4iiNi«ii« 
tHi«i^i«t#na# la 0(H)|i#r«r Um mitU oih#r h««lf h |ira«|i Aiiif. «n4 «^«ffuU«#« 

thm HAtionul )Mir M«<i:i»ci«t Ian ar^«iii««4 if% to ««iv« mmm 

;,000 to 11,000 hUoH liiwy«r4» in thi« atnmtfy throiiah ill m rmit|it«t«. 
It #«Ni mi «lt«K'iiiht« to thm IMir l^sw^ii l«t ion wTiii^h 4M mil 

bl«MH« until t1>?IO* On# of It* mmny oh^mot Avmm Ip^ to ••froi«*?t 
olvil and polltlqt?, rtMhtu of th« oiti««ntt und r«iii4«nt« uf thm 
^rnvm^tkl «t«t«« of thm Untl«4 ilt«t«««'* 

>Th« Hationiil Bluck Hur««« Aasoclmtion wmm orsjanliad in 1971 for 
thm MprMs purpo«4« of unlf Icijitlon of black nurM« «nd to |k>o1 
#ffort« and raaourcaa in' oonaidaration of thm haalth statu! and 
fKToblaiM of black p#opla. Tt\a idaa waa an outgrowth of a black 
nuraaa* caucus at tha 1970 convantion of tha Asiatican Kuraaa 
Aaaocla^ion In Mlaaii* KBHA haa aavaral objactivaa, t%fo olf^which 

, arat 1) to dafjLna and datarmina nuraing cara for black conaumara 
for optimum quality of cara by acting aa thair Jklvocataa and 2) 
to racruit, counaal and aaaiat black paraona irfflraatad in nuraing 
to anaura ^ cAnatant procaaaion of blacks in tha fiald. 

National yharmacautical Aaaoc iation 

" ' ' ' " " ■ — ■ ■ — " ■■ ' ' " "^^ i| — » . I.-. 

Tha National Phai^macautical Aaaociation was foundad at Howard 
Univaralty In 1947 bacauaa black pharmacists wars not parmittad 
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, to join the iitiirlcan PharmMSutlofkl AS8oS.^tlpn« The National ^ 
Fharpooeutical' Aasoolation has chiptara throughout »tha country ^ 
^ to a#rva^ tha 2,500 bl^ok pharmaoiata in the ynitad dtataa. Xmong 
_ ita goala ara t^a foataring of thm^ raoruitmant of black ft tudanta 
/ for phamacy and improving haalth oara for blacka and the p6or 
through quality phai^||^y aarvicaa*^ 



( 
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CHAPTER I. INTRODUCTION 



'A. Background 

The National Black Health Providers Task Force on High Blood ^ 
Pressure Education and Control (NBHPTF) was convened as an integral part 
of a national effort coordinated by the Federal Government to control 
high blood pressure in the general population. The National Heart, Lung, 
^nd Blood Institute (NHUBlT of ther National Institutes of Health (NIH) , 
Department of Health, Education and Welfare (DHEW) has-assumed the- lead 
in this Fe.deral ef'fort. The Institute's -efforiis" are coordinated' by the 
^National High Blood Pressure Education Program (NlffiPEP) • 

The goal of the NHBPEP is to foster the development of national 
level hypertension conti^ol through awareness and educational intein^entions* 
One of its strategies is, to support and encourage the activity of private 
sector organizations whenever possible. The private spctor and the NHBPEP 
have placed considerable emphasis^ upon provider education^and the . 
development of new provider roles ^tn high blood pressure education and 
control. Of special interest to NHBPEP l^as been the need to emphasize 
efforts amoifig black Americans, a population group which had a higher 
prevalence of high blooj^ pressure than the general population. The l^BHPTF 
4.3 a most recent outgrowth of the aforementioned strategy and emphasis. 

X >^5) " . ■ . ' ' ■ ■ ... 

B. consensus Building Process/Work Plan - 

Before examining the task force's consensus building process, a 
discussion of the history of the NBHPTF would he appropriate. The 
evolution of what has become th^ NBHPTF began with a concern on the part 
of Dr. Donald R. Ware, medical advisor, NHBPEP. This concern centered ^ 
around the recognition of high blood pressure as a significant health 
problem among black\ Americans and the need to obtain major involvement, of 
black health care professionals in devising strategies for attaining 
more effective levels of control. 

Acting on this concern. Dr. Ware met with the boards and various 
leaders of three black health care provider organizations to ascertain 
their interest in becoming more involved as organizations in high blood 
pressure education and control activities. These discussions produced 
clear indications that each organization had interest. There also an 
expression of the need to define certaiii interdisciplinary concerns 
regarding changing rples, professional acceptance of changes and related 
matters. 

Subsequently, an ad hoc' committee of representatives from the 
National Black Nurses Association, National Dental Association, National 
Medical Association, National Pharmaceutical Association, the Student 
National Medical Association, the Student National Dental Association and 
the Student National Pharmaceutical Association met to consider a set/of 
proposed goals and objectives that would be acceptabley^nd productive. 
At that meeting, it was concluded that a^ structured Interdisciplinary 
task force would be an appropriate vehicle for mobilizing black provider 
involvement in devising effective nsi^tional and community high blood 
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pressure education and control strategies. The inclusion of the Hational 
Bar Association and the Congressional Black Caucus was suggested at this 
time. 

The ad hoc ^committee's conclusions were presented to Dr. Sidney 
Blumenthal, then acting director of the NHLBI's Division of Heart and 
Vascular Diseases, (DHVD). Dr. Blumenthal concurred with the need for 
the task force. Dr. Maxy Jane Jesse, upon assuming the directorship of 
the. Division of Heart and Vascular Diseases, added her endorsement of the 
task force concept. Dr.^ Hobert I. Levy, Director bif the National Heart, ^ 
Lung, and Blood Institute, agreed that the NBHPTF's proposed efforts 
would be coAsistent with the NHLBI*^ interest in involving significant 
provider and other groups in evolving effective high blood pressure 
education and control strategies. Dr. Levy approved the NHLBI's role 
as a sponsor of NBHPTF. 

The members of the task force were nominated for NHLBI appointment 
by. the body responsible for policymaking in each of the task force's con- 
'stituent organizations. The professional organizations were given two 
representatives, and an alternate. The task force saw the need^to involve 
student representatives and as such student organizations were givdn one 
representative axid em alternate. 

' ; . - • 
This process of board nominated representation was selected by 

the ad hoc group over that of interested" individual or lone expert 

selection beqause of the action oriented nature of the work at hand. The 

board nominated ^participants were viewed as being responsible to a 

constituency which will be called upon to 'do work in this area. The 

pur^kDse oif the task force was not merely to advise otherls as to what 

needed to be done, but for the task force members and their /organizations 

to plan what should be done in the area of high blood pressure education 

and control and to proceed to implement these plans. 

At the summer 1977 meeting of the Congressional Black Caucus, 
Dr. Thomas Malone, Deputy Director for the, NIH,> spoke before tihe Health 
Brain Trust Section. During his presentation, he announced the formation 
of the task force and asked for other national organizations interested 
in participating in the effort to contact the NIH. 

The National Black Health Providers Task Force's initial meeting 
.was conducted on the NIH campus in October 1977. Dr. Malone welcomed 
the mlambers and presented an overview of NIH operations and a re^view of 
certain matters relating to minority involv^ent in NIH's affairs. Dr. 
Levy presented the NBHPTF with its charge that included a statement of 
goal and objectives which met the^^utual needs and interests of NIH/NHLBI 
and the organizations participating in NBHPTF. The goal and objectives 
of the task force were: 

GOAL 

To obtain consensus on the role of black health care 
providers in the detection, treatment, and management 
of hypertensive patients; 



OBJBCTIVBS , 

- ^ «o list durrent activity of black health care providers 

in high blood pressure control* 

- To determine the amount and, type o? feasible interaction 

and" cooperation among black health care providers in high blood I 
pressure control. 

- » « / 

To identify barriers to interaction or cooperation. * 

... ■ / . / - > . ' 

- To seek identification of high-*risk segments of blacks . 

not being reached by current higji blood pressure controiL efforts. 

.Dr.- Arthur Coleman, a practicing physician in San Francisco and 
a past prej^ldentc^of the National Medical ftssociatoh, was elected chairpe^on 
of the task force. Ophelia Long, R.N., director of critical care^ nursing 
unit at Kaiser Foundation Hospital, Los Angeles, and a board member of 
the National Black Nurses AiBsociation, was elected vice chairperson. Dr.--_ 
Donald Ware, the internist representing NHLBI on the task force, was elected 
coq^airperson. ^Nr. Herbert B. Lassiter, a member of the NHLBI/DHVD staff, ' 
was assigned to aot as the management advisor for the NBHPTF. .r^*". ^ 

At the' firsts meeting the goal and objectives were reaffirmed. 
Furthermore, ' a definition of membership was confirmed. Representation 
from health care professional orgemizations to the NHBPTF was based upon 
thj8 following criteria: \ " 

, , 1* Itie health care professions represented are those 

profeissions which are subject to the licensure laws 
of the several states with regard to diagnosis, 
treatment and provision of health education to 
patients. 

2. fnie health care professions represented are those which 
have continuing contact with hypertensive patients. 

3. TSie provider organizations represented are those having 
a sufficient number of members and national distribu- 
tion of these members such that there is the potential 
for significant impact upon service delivery to black 
hypert^'ensive patients. 

4 4. Ohe health care professional organizations with member-^ 

r ship on the NBHPTF are representative of black providers 

in each of the identified professions. 

Utilizing these criteria, the NBHPTF was constituted to include 
the Nationea Black Nurses Association (NBNA), the National Dental 
Association (NDA), the National Medical Association (NMA), and the National 
Pharmaceutical Association (NPhA). The Student National Dental Association 



(SNDA)f the Student HatlonetL Medical Association (SNMA), and the Student 
National Pharmaceutical Association ^SNPhA) were Included to provide thQ 
Initiation o£ relationships with future practitioners. (It was established 
that the NBNA would represent black student nursl;ni9 within Its parent 
structure. ) * « ' 

' ' ^ w / . ^ 

Hepresentatlves of the NatloneG. Bar Association were Included 
as task force m^oibers to provide counsel on certain matters of health law 
And Its relationship to professloneU. role definition. The Oongressional 
Black Caucus, as a membeig of the ^ask force, provided linkage to those ./^ 
pollcymaldng mechaxilsms that wish to consider the NBHPTF recommendations ^ . 
from a legislative viewpoint. ^ 

The six phase work plan of .the task force was de^^ oped and approved 
as follows: 



Phase 1 (Autujhn 19.77) 

^ Obtain updi&tlng on (Current Initiatives and funding of NHLBI 

and^prlyate foundatldni^^ln high- blood pressure control.* - ^ 

Obtain updating 911 available statistical data regarding 

trends In high blood pr^s^sure control. ' , ^ 

Obtain updating on available statistical datan^.egardln^ 
trends In high blood pressure prevalence and contr^ol eunong 
blacks. : Conduct «tiieetli)g to organize, task force\and adopt 
work progreun. ' , ' , 

Phase 2 (Winter 1977-78) * ^ • '^vY^ 

" ■ ' \ ^ s 

Identify current formal chapter activity by blaxjk Jbiealth provider 
organizations In high blood pressure education. and control. 

\ Obtain statements^ from Health Services Administration, Center for 
Disease Control (Bureau of Health -Educat Ion ) , emd other Fed^al' /- 
agencies, f oundatlbns and *i:]id heart association, regarding ^elr 
plans and activities relatlr^i;to high blood pressure control 2unong 
black populations. . . ' 

Phase 3 (Spring/Summer 1978) ^' 

Develop tentative edternatlve positions on feasible Interaction ^ 
and cooperation. 

■a ' , ' , ■ 

Identify relevant barriers. 

Conduct meeting to review tentative positic^na and barriers. 

Develop draft Interim report for circulation to constituencies 
of task force members . 



Phase 4 (Summer/Autumn 1^^) ' ' . 

Obtain and review comment on the summary of issues addressed by the 
interim report from organizations represented on the task force. 

. Develop final proposals for feasible interaction and cooperat/on« 

-Circulate 'proposals eunong relevant parties* ^ . 

Solicit and obtain statements from voluntary organizajbions and 
consumer-oriented organizations regarding their perspectives-n^n 
high blood pressure control eunong blacks* ^ > 

Conduct meeting to develop consensus on prpposals fpr feasible 
interaction and Cooperation eunong proviiders and proposals to over- 
come barriers to such interaction ax^ cooperation! 

^ Phase 5 (Autumn/Winter 1978-79) 

— A • ^ Y ' ■ 

Develop final' proposals/ fo:^: overcoming barriers* 
'jConfer on proposals with^relevant parties* 

Conduct meeting t;o develop consensus on proposals for overcoming 
^ barriers* , . ' 

' ' . •■' . ' ' ^'"^ ' ■ ' ^ ^ ^4 . V : ' ' •■' 

- S^ek Identifioatlon; of high ^sk segments ^of the black population " 
not reached by current high 'blood pressure octroi efforts* 



Confer with facilitator otganlzat^ions regarding tlie need for 
community-wide coordination of high blood pressure education 
and control*. . . * *^ 



Phase 6 (Spring/ Summer 1979) ^ 
Develop fintal recommendations*. 

Circulate recommendationa to appropriate organizations and- 
individually for cdnment* " . 

■ ' . » . • . • • • . » ■ I 

. > , After the task force had began its deliberation^ liaison^ 

membership wiais agreed upon for other national- ^]£^bciations representing 

iprovider^s wlt]||^psite licensure^, i^*e*, optGun podiatry, clinical 

psychology* 

Additional consul^ation^/Was received ftom representatives of 
the National Association of Black^ ^cial Workers* 

As'noted, . the first ^phases of the work plan addressed the need 
to^ identify the , current and projected role of the Federal and private 
sectors in blood pressure control^* ^ 

"■ j< . 
Next, the roles of the member prbviders were exaonined* This 
examination was by setting, using the top three ambulatory settings as 



defined by the provider organizations* repre^ntatltr^s based primarily on 
data published by the Oongresslcmal ^udget Office. Further, a 15-^tep 
control process previously defined by the NHBPEP was used as a gujfde 
to facilitate discussion (this will be dlscXissed In detail later). 

The roles were first examined In em Intradlsclpllnary fashion , 
using consultants to assist In. the process. | Members of each profession 
on thOr task force reviewed the detailed roles that might be played by Its' 
profession In each of several settings. Later, the roles were* exeunlned 
In an Interdl^clpllneury manner. Interdlsclpllneury teams organized by 
setting met to examine all of the professional rol^s applicable to that 
setting. ' 

. f ' • ■ • * ' - 

The full range of roles were reviewed by the entire membership 
of the task force. The Interim repbrt which contained the suggested 
roles developed by the task force was circulated to the boards of the 
paurtlclpating provider organizations. These boards expressed concurrence 
with the suggested rbles. The wllllngnesa% of these boards to concur with 
their members following these roles establlshed^a'natlQ^ial organizational ^ 
policy . Howeve]^, the practice may have been quite different. 

The provider organizations performed an inventory of chapter 
high blood pres^^re control activities and a random samplil^ of opinion 
from Individual ^providers. ]>^ta from these sources were used by the, task 
force In Its fined, review of the proposed roles. Had there^ been a serious 
and Irreconcilable divergence between the pz^ovlder roles as recommended 
by the task forpe and accepted by the boards of the provider organizations 
and the practices and beliefs of thcj practicing providers, avfurther 
Invei^tlgatioil Into the^ practlceLL problems of implementing the role ' 
recommendaj^ns would have beea>^ecessary . 

.If there appeared to be a convergence of vlei!|^olnt8 at the 
policy and practice l^evels, the implementation 'tasks could ^e viewed as 
being more mai}Ageed>re • / ' ^ . ' 

The feedback received from the provided: organizations persuaded^ 
the task force that its role recocmnendatlons, while forward looking, were 
not discordant with the practices and beliefs of practicing^ providers. 

The task force jnembers felt that strategies could be developed 
to Increase the degree of convergence between its role recommendations ands 
provide^ behavior. ? 

In addition to the provider roles, the task force was quite 
cognizemt of the absolute need for the active involvement of the 'existing 
nonhealth organizationed. units. that /have outreach and communication 
linkages in the black community. 

Accordingly, meetings were held with representatives of such \ 
organizations as ANE Church, ONE Church, National Office of Black Catholics 
World Community of Islam in the West, NAACP^ National Council of. Negro 
Women, National Urban League, Pan H*ellenic Council and the Masonic 
Organizations^^ Each organization expressed its interest in this problem 



. - ■ ^5^^^ , ' , -5 • • • * • 

■ ■' ■ ' ■ ■ ■ -. «a >• , *, 

■ . ■ : ^ ■ . — ■ ' ■ " ^ ■ ' ^. ^ : : ^..-i 

and' was asked to develop a capability statement as to il;s jposslble role 
in blood jpreSsufe control in the black pofomunity.^ These stateinlnts > - ^' 
provided o^ the bases for the task force *.s recdapeiulations on community 
education ai^^ coordinatidin. * ^ 

* In conclusion, the following may be Said about the consensus 
building pl^oc ess I \' 



rv 1» The resultant product represents a consensus among health 
. providers about their respective roles in hyper^nsion 

-Ji / ^control and education. > 



l^e final recommendations are not subjective, bvit represent the 
.■f/y.yA. collaborative effort of physicians, nurses, pharmacists, 

^ dentists, podiatrists; ^and optometxista with expert support 

l^f^^- ' ^ " ■ from legal and legislative 'advisors. - . ^ * • 

^^r^ii/^v4 U:./ » This, particular type of task force demonstrates a useful 

mechanism that may' be us^d to promote change among health 
• professionals. 




4. OAiis task force defiy/ed its respective roles r^^ther than 
having them defined:^y ^an. cixternal giroup. . 

) In' addition to the consensus development 'eunong 1:he prpviderN 

organiziktibns, the tasH force had' the benefit of consultations from 
certain^ faculty and staff members of Meharry {^dical College and the / 

^ Matthew Walker Community Health Center in Memphis; Teiinessee. These 
perspectives in ^addition to those of faculty members of the Howard University 

^ Medical sbhool who were /on the task force provided necfessary input from 
the twor institutions which have tr alined most of the Nation's black health . 
professionals. 



J 
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CHAPTER II. THE CASE FOR A 20-YEAR EFFORT .TO CONTROL HIGH BLOOD PRESSURE 
AMONG BLACK AMERICANS " ' ' 



A. Overview 

The seriousness of high blood pressure as a major health problem 
. has been 'docun&ented by a number of landhnark studies and analyses • In ' the 
monograph. Medical . Basis for Comprehensive Oommunity Hypertension Control ^ 
Programs ,* published by j:»iEW*s NHLBI, the issue was sumnuurized as follows: 

• ..despi tie the limitations of cause -specific, mortality 
data, the, objective of total mortality as an epidemiologic 
.Qndpoint and the strength of its association with blood 
pressure' leaves no doubt that blood pressure elevation is of 
major importance as a precursor of death. 

This viewpoint LB confirmed by actuarial data from the 1959 
Study of the Society of Actuaries.** This study showed that the probability 
of death increased dramatically with an increase in- blood pressure. The ' 
reader should note that in exhibit 1 (prepared from the study) a diastolic 
^ pressure of 9JB-102 mm Hg presents a mortality ratio of 234 (a standard 
risk equals 100). Thus, a person with this diastolic blood j^ressure 
could be expected to have a 134 percent greater risk of death within a 
given year than a person with a diastolic pressure in the 80 mm Hg range. 

Preliminary data from the 1979 Build and Blood Pressure 
Study of the Association of Life Insurax^ce Medical Directors' and the 
Societ:i^ of Actuaries*** (a 1j5 year study) present confirmation of the 1959 
s1:udy and several important additional statistical findings which were 
stated by the study's sponsors as follows: "Ignoring /mild* elevation 
in blood pressure— readings as low as 138/88~is a common emd sometimes 
fatal error." Exhibit, la, taken from the sponsors* study, indicates 
^ - that diastolic pressures which are as low as 88 mm Hg to 92 mm Hg present' 
1 men with a 38 percent greater chance of death than is normal and women 
with a 33 percent greater chance. 



* Borhani,* N.6. (Ed.)^ Medical Basis for Comprehensive Community ' 
Hypertension Control' Programs, PHEW tNIH) 75-715, p. 7. 

** Build and Blood Pressure Study, 1959, Vol. I, Society of Actuaries , 
Chicago, Peter F. Mallon, Inc. , ;Long Island, If. Y., October 1959. 

***As8ociation of Life Insurance Medical Directors of America and Society ^ 
of Actuaries; Background Information on 1979 Build and 'Blood Pr^essure 
Study; Society of Actuaries , April 1979. x \ 
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Exhibit 1. Relationship between mortality and blood pressure among insured 
population (Society of Actuaries, Chicago, Illinois 1959)* 



Blood Pressure Levels in mm Hg 


-^Mortality ratio 9s percent of standard 


Mean 


Standard Number of 
deviation cieaths 


Systolic blood pressuj^e 


128 -137 
138 - 147 . 
148 - 157 , 
158 - 167 


118 
155 
194 
244 


+ 0.7 29,355 
+ 1.2 17,252 
+ 3:3 3,512 ' 
+ 8.8 774 


^ ' Diastolic bloo<* pressure ,'■ ' 


83-87 
88-92 
93 - 97 • 
98^-102 . 


129 
150 
188' 
234 


+1.0 - 15,901 
+1.4 12,253 
+ 3.6 2,767 
+ 8.0 856 


Systolic-Diastolic Combinations 

■ . ". : _ V 


128 - 137 systolic 
83 - 87 diastolic 
88-92 diastolic 
93 - 97 diastolic 


127 
140 
168 


. ^ • — 

+1.5 7,491 
+ '2.0 4,688 
' \ + 7.1 561 ' 


138 - 147 systolic 
83 - 87 diastolic 
88 - 92 diastolic 

^ 93-97 diastolic 


153 
170 
• 199 


+ 2.3' 4,502 
+ 2.4 5,142 
+5.6 . : 1,278 


/1 48 - 157 systolic 
99 - 92 
; 93 - 97 
98-102 


19.1 . 
. 224 
269 


+ 5°. 9 1,063 
+ 8.6 683 
+ 14.9 324 



* Stamler, Jeremiah, Stamler, Rose, Pullman, Theodore N. (eds.) The Epidemi 
oloqy of Hypertension. New York & London: Grune & Stratton, 1979, p. 395, 
as adapted from Build and Blood Pressure Study ,. 1959. 
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Exhibit la. Increased mortality for insured men and women with rise in 
blood pressure 



. If your systolic pressure is: 



158-167 mm 



1959 Build and 
Blood Pressure 
Study 



55% 22% 
higher 



94% 40% 
higher 



144% 130% 
higher 



168-177 mm 



138-147 mm 148-157 ran 

Your chance of death compared to normal is:, ^ 

■ ' ■, , \ 

Male/Female Male/Female Male/Female Hal e/Femal e 



higher 



1979 Build and 
Blood Pressure 
Study 



36% 22% 68% 35% 110% 67% - 124% * 
higher . Higher higher higher 



B. If your diastolic pressure is: 

88- 92 mm 93- 97 mm 
^ Your chance of death compared to nomal is: 

Male'/ Female Male/ Female 



1959 Build and 
Blood Pres.sure 
Study 



50%. , 22% 
higher 



"88% 68% 
higher 



98-102 m 103-108 nm 



Male/Female Male/Female 



134% 1T8% 
higher 



162% * 
higher 



1979 Build and 
Blood Pressure 
Study 



38% 33% 
higher 



71% 63% 
higher 



104% 83% 164% * 



higher 



Iji'lgher 



* Too few .cases for analysis 

NOTE: The ,1959 Build and Blood Pressure Study reflects the mortality experience 
among insured^ives covering the years 1936 through 1954; the 1979 Build 
and Blood Pressure Study reflects provisional experience among insured 
lives cover ingrthe years 1954 through 1972. 



SOURCE: Ad Hoc Conmittee of the New Build and Blood Study, Association of Life 
• Insurance Medical Directors of America and Society of Actuaries. 
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In the diasjtolic range of 103-108 mm Hg, the^ Life Insurance 
Study notes a 164 percent greater chance of death among males* "fhis ob- 
servation will be shovm to-iiave special relevance to blacks in that a 
number of studies have shown blacks to be overrepresen'ted at the higher 
elevations* . ^ ' ^ 

B* Ejpidemioloqical Evidence 

1* Landmark Studies 

The landmark Framingheua Studies* have provided epidemiologi- 
cal evidence of the linkage between elevated blood pressures and certain 
cardiovascular diseases and stroke. ' 

^ The Framingheun Studies represented a multiyear effort to 
examine the relationship between certain cardiovasciilar/ cerebrovascular 
and other disease entities and health conditions and certain mortality 
and morbidity indices. These community-wide studies conducted in 
Framingham, Massachusetts, identified significant correlations between 
high blood pressure and the risk of cardiovasculeu: and cerebrovascular 
diseases. ' 

These findings were of interest in identifying certain 
risk factors especially with regard to the white population, which was 
the predominant characteristic of the Framingham Study's jjwpulation. ,For 
the purposes of the^NBHPTF, data on a more heavily black population wero^ 
considered to be essential for assessing the epidemiological evidence's 
atpplicability to black Americans. 

T^ie £vans County, Georgia, study of cerebrovascular di/seases 
in a biracial population presented findings regarding the correlation of 
high blood pressure and stroke and ischemic heart disease for blacks as 
well as whites •** 



* The reader is referred to the following reports for more detailed 
discussions of these studies: 

1. Kannel,W.B.,, Schwartz, M.J., and McNamara, P.M. : Bl,ood ^Pressure 
and Risk' of Coronary Artery Disease: The Framingham Study, Pis. 
Chest 56:3-52, 1969. 

2. Kannel, W,B. , Wolf, P.A. , Verter, J., and McNamara, P.M.: Epidemiologic 
Assessment of the Itole of Blood Pressxure' in Stroke: The Framingham- 
Study, JAMA 214:301-310, 1970. ^ 

3. Kannel, W.B., et al.: Role of Blood Pressure in the Development of 
Congestive Heart Failure: The FramingAaun Study, N. Engl» Med> 
287:781-787, 1972. 

♦♦Herman, Albert, et al.: Cerebrovascular Disease in the Biracial 
Population of Evans County, Georgia. Archives of Internal Medicine 
Dec, 1971, Vol. 128:6, page^ 949-955. 



12 



ihm Svana Oounty,. Georgia, study findings punctj^sd any 
historical speculation which may have been extant that the grelter previf^ 
lence of high blood pressure among , blacks was explicable in terms of 4 
^eater tolerance of the conation by blacks.^ 

The Bvans Opunty, Georgia, study depicted high blood pres- 
sure as a sfrious risk factor for blacks just as Framlngham had depicted 
this phenomenon for whites* ^ 

The Framlngham and Bvans bounty findings provided the 
HBHPTF with the conceptual framewbrk for examining nationwide data to 
ascertain if the concept of high bloo^pressure as an laqportant risk' 
factor was sustainable on a national scale for blacks. 

2« National Data 

The NBHFfF reviewed epidemiological evidence supplied 
by the NHLBI of the profound implications of high blood pressure for 
black Americana. The following statements indicate the gravity of the 
sit^iation as reported in various U.S. Government supported surveys. 

a. The prevalence of high blood pressure among blacks 
is 66 percent greater than that found among whites. As reported by the 
1971-74 Health and Nutrition Examination Survey of the Rational Center 
for He<ilth Statistics, an estimated 1,7 percent of the ;whlte population 
had definite high blood pressure (i«e., systolic blood pressure of at 
least 160 mm Hg or diastolic blood pressure of at least 95 mm H<gr) compared 
to a staggering 28.2 perd^nt ior black Americans Bxhibits 2 and 3 present 
graphic and tabular reptesentationSs of this phenomenon. 

■ j ■ » 

b. , The HANES study demonstrated also that the distribu-' 

tion of elevations in the blac,k American population wer^ significantly , 
greater among black Americiins than among white Americans. In addition, 
data from random probability household samplings in three states with 
sizable black populations showed, in 1979; that blacks continued to be 
overrepresented in the higher elevations^ (105 mm diastolic and above) 
with no relative progress against the whit^ experience.* T^e task force 
believes that an extraordinary effort itu required to attain parity among 
the races in high blood pressure control. 



* Private Oommunicationv from Qr. Donald VMure to Dr. Robert Levy, Director, 
NHLBI. ' ^ 



13 



Exhibit 2. 



Prevalence rates of defltilte /lypertenslon among white and black 
persons 18-74 yearns of age, IfTS., 1971-1974 

(Prevalence rate per 100 persons) 



Black (AilA9«s2a^) 



White (AW Ages 17.0) 




18-24 







1 

S 




45-54 


35-44 





6S-7* 



18-24 



25-34 



\ 



'SystoUcbkXKlprMiurabi atltMt ieOmm Hg or diMlolic blood 
Dr»9sur« ol at kMt 95 mm Hg. 



SOURCE: U.S. PHS, National Center for Health Statistics, Vital and Health 
Statistics, No. 1, Table 40, Series 11 #203, September 1977. 
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il)lMI»1t 3. PrmVenc* rates of do^1n1t« I\ypertent1on;4mong whlt^ and black iMrsons 18-74 years . 

by age and sex. with standard errors and proportion with this. condition not previously 
dUgnosed: United States, 1971-74 ^ \. » 



Condllion «nd ago 



Whilo 



Black 



Elolh aom 



Man 



Woman 



Oolh laxaa 



Man 



Woman ^ 



1 



Rata 

par 

100 

Eopu* 
illon 



Standard Rata 
arror par 
of 100 
rala popu* 

iouon 



Standard Rata 
orror par 
of 100 
rala . popu- 
lotion 



Standard Rala 
orror . par 
of 100 
ralo popu* 
< lalion 



Standard Rata 
arror par 
ol - 100 
rata popih 
lollon 



Standard Rata 
arror par 
of 100 
rala 



^Standard 

/ 9ffOf 

of 



ipopu- rale 
lalion 



Dofinite Hyportenalon. tolal' 

10-24 yoara 

25«<34 yoara 

•35-44 yoara 

45-54 yeora ^ 
' 55-64 yoara 

65«7.4 yoara 
Oolinito Hyportanslon not Pre 
viously Diagnosod. Total' 

10-24 yoara 

8M4 yoara 

35*44 yoara 

45-54 yoari 

55-64 yoaro 

65-74 yoara 



17.0 


0.57 


16.5 


' fO.84 


15.7 


0.72 ^ 


^-28.2 


1.75 


27.8 


2.33 


28.6 - 


2.28 


3.1 


0.69 


4.9 


/1.29 


1.4. 


. iao 


3.7 


1.06 


4.6 


1.77 


2.9 ; 


1.08 


s.a 


0.65 


8.2 




3.7 


/D.57 


;i3.7- 


2.88 


17.7 


5,98 


10^/ 


1.85 


138 


1.09 


17.3 ^ 


i;97 


10.1 


0.S4 


32.0 


3.85 


36.2^ 


6.55 


28.x 


4.71 


22.2 


1.59 


25.8 ^ 


L 2.06 . 


18.9 


1.06 


44.0 


6.31 


36,6 


7.95 


50.9\ 


7.69 


31.4 


1.59 


31.1 


8.14 


ar? 


2.02 


52.6 


8.24 


49.9 


786 


54.5 


7.11 


99.9 


172 


359 


185 


42.3 


2.26 


55.1 


967 


50.1 


426 


68 6 


<T9 


• 

556 


1.51 


04.6 


2.00 


48.2 - 


1.86 


47.2 


987 


54.9 


5.19 


41.2 


466 


C6.9 


10.06 


67.0 


13.68 


66.4 


12.00 


78.1 


8.91 


90.4 


16.94 


62.6 


18.33 


60.1 


6.02 


71.1 


884 


65.0 


6.67 , 


64.0 


11.52 


82.0 


18.35 


57.0 


12.51 


63.3 


4.02 


66.0 


„ 8.48 


57.5 


4.67 


39.8 


4.94 


38.2 


883 


40.8 


6.79 


61.9 


9.22 


644 


• 374 


68.9 


4.71 


556 


8.46 


71.6 


10.26 


44.3 


10.83 


50.4 


9.16 


62.1 


4.34 


99.9 


4.71 


99.2 


7.35 


46.9 


12.09 


99.0 


e.96 


49.2 


1.9S 


619 


9.92 


41.2 


2.56 


49.7 


4.67 . 


51^ 


4.70 


99.1 


6.56' 



* ayttoko Wood piitturi ol ii loati 100 nm Hq oi dittoiic blood p«f umto ot H toati 09 mm. Kq. 

' PiQ^iion ol piiiono Nh doimio ItypoilpAsiofi, it dohnod m tooiiAoio 1. whp luvo nfvff t»ion io>d ^ thoir doctoft INal thty 

M blood pfoisiift. tundaid onoi ol iMOpoiliom ^ p<^laii^ 

NOTCr Thof t HO on othmoM 19*4 miiMn wtirto po^iono M ogot 10-74 yoyo ovt ot 1 13 9 mrfkOfi irAl 9.7 miAoo btick prions 
01 ogot ia-74 Hilt oui Ol ta 0 m««A »>4i Kavo doknrfo Itypoito 



SOURCE: U.S. PHS, National Center for Health Statistics, Vital and Health Sta^tlstlcs, 
Series 11. 




Exhibit 4, Age-adjusted death rates for selected causes by race, U.S. l'976 (Rates per 100,000 
J population In specified group) 



Racial 

White Minorities 

Total Total Total 

Both Both Both 

Sexes Sexes Sexes 



599.9 833.7 



All causes " 627.5 

"'^SJseasfh^^^^ . 284.4 277.8 337.2 

Diseases of heart ,m 216 7 213 5 241 i 

. Active rheumatic fever and chronic rheumStlc heart disease 4!7 4*7 • . i'i 

Hypertensive heart disease 2 0 17 W 

Hypertensive heart and renal dfsease 1*0 0 9 ? i 

Ischemic heart disease 191*6 igo'fi iqk^o 

Acute Myocardial Infarction 102*9 104 6 Sb'I 

Other acute and subacute forms of Ischemic heart disease 1*3 1*3 2*1 

Angina pectoris 0.1 0 1 or 

Chronic disearse of endocardium and other myocardial Insufficiency 1.3 ' 1*2 1*8 

All other forms of heart disease , 16 1 14 ^ 

Hypertension '? 8 ^\'\ 

Cerebrovascular diseases 51 '4 1 7? ^ 

• Cerebral hemorrhage 8 0 ^ y'o VA 

Cerebral thrombosis . . 114 i(n iZ, 

Cerebral embolism' ' 0 2 0*2 02 

All other cerebrovascular diseases 31*8 30*0' 4R4 

Arteriosclerosis g 4 

Other diseases of arteries, arterioles, and capillaries ' eio 8.*0 8.*1 



r 



Exhibit 5. Color ratios (nohwhite/white) of death rates for stroke,' male and 
female, by age, U.S. 1973-1975' , 



t 

Mge 




Male. 






Female 




1 J/ J 




1 J/ 0 


iy/j 


— TTTfH — 
1974 


1975 


Total 


1.05 


1.02 


1.02 


0.88 
2.11 


0.84 


0.83 


Less than 1 


2.28 " 


2.91 


1.79' 


2.51 


2.25 


1-4 


1.89 


1.6f 


1.33 


1.30 


1.43 


1.14 


5 - 14 


1.60 


1.00 


1.20 


1.50 


1.00 


i^6Q 


1 C OA 


C. 1 / 


I .11 


1 .71 


. 1 .9Z 


1 .50 


1 .73 


25-34 


^3.63 


' 3.37 


3.35 


2.97 


2.97 


2.60 


35-44 


4.32 


3.62 


3.86 


3.84 


3.13 


3.03 


45 - 54 


3.55 


3.38 


2.52 


3.33 


3.18 


3.0O 


55 - 64 


2.65 


2.60 


2.52 


3.04 


2.91 


2.78 


65 - 74 


1.71 


1.70 


1.69 


2.18 


2.11 


2^ 


75-84 


0.96 


0.95 


1.01 


1.05 


1.03 


1.09 


85 + 


0.68 


0.66 


0.62 


0.65 


0.65. 


0.62 


Age-adjusted 


1.61 


1.56 


1.56 


1.72 

( 


1.65 


1.63 



SOURCE: Epidemiology and Biometry Program, Division of Heart and 
Vascular Diseases, NHLBI, NIH. 




Exhibit 6. Color ratios (nonwhite/whit'e) of death' rates for Ischemic heart 
dlseasi, male and female, by age, U.S. 1973-1975 

* 







Mai e 






Female 




,. Age , 


1973 


1 974 


1975 


1973 


1974 


1975 


Total 


0.65 


6.64 


0.63 


. 0.70 


0.67 


0.66 


Less than 1 


2.56 


d.80 


-- 


1.14 


' 1.33 


4.00 


1-4 


MM 




2.00 


.1.00 






5 - 14 V 


2.00 


0.00 


0:00 


1.00 


1.00 


o.po 


15-24 


2.17 


1.60 


2.20 


4.50 


4.00 


2.00 


25-34 « 


2.13 


2.25 


2.08 


3.21 


3.82 


3.64 


35 ^ 44 


1.37 


1.38 


1.46 


3.51 


3.39 


3.07 


45 - 54 


1 .20 


1.17 


1.15 - 


2.82 


2.77 


2.48 


55 - 64 


1.04 ' 


1 .04 


1.00 


2.01 


1.97 


1.96 


65 - 74 


0.93 


0.93 


0.89 


1.48 


r.43 


1.38 


75 84 


•^eff72 


0.72 


X).73 


0.85 


0.84 


0.86 


8? + 


0.57 


0.57 


0.54. 


0.62 


0.60 


0.56 


Age-adjusted 


0.93 


0.93 


0.91 


1.32 


1.28 


1.26 



SOURCE: Epidemiology and Biometry Program, Division of Heart and Vascular 
Diseases, NHLBI, NIH. 
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Exhibit'?. Color ratio* (nonwhIWwhIte) of dwth rates for hypirtenslve 
disaasa, male and feiale« by aqe, U,S. 1973-1978 

■ ■ ... . 



Age 



M»1e 



Total 

Less than 1 

1 3 

5-14 
15 - 24 
2S - 34 
35-44 / 
45 - 54 
55 64 
65 - 74 
75-84 
85 + 



1973 mi^' 

1.88 1,80 

y 

4.00 " 



5.00 
15.50 
9.18 
5.83 
4.94 
2.81 
1.45 
0.88 



7i 



Female 



2.00 
11.00 
10.67 
6.08 
4.31 
2.71 . 
1.52 
0.90 



19 



r". 

g.oo 
d.oo 

15.00 
10.67 

5.8|; ^ 
4.39 ^. 
2.83 
1.65 
0.87 



l.SflV 1.57. 1.52 

4.00 
1.00 — ^ 



15.00 
9.22 
8.48 
5.52 

. 3.66 
1.56 
0.76 



0.00 
9.00 
10.14 
7.63 
5.67 
3.92 
1.59 
0.88 



0.00 
11.00 
7.14 
8.55 
5.89 
3.33 
1.60 
0.96 



Age-adjusted 



2.90 



2.82 



3.02 



3.26 3.24 3.13 



^ 



SOURCE: Epidemiology and Biometry Program, Divlsloh of Heart and Vascular 
Diseases, NHLBI, NIH. . 
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Qt Among bluokN who mc^ «t; or ntair thm povti^ty lint i)ut; 
not qQviir«d by HtdiioAld, th« «4tuitian wAi worst m illuttriitdd by tht 
folXowina* th« datu on ptrioni with iMivtrt high bloo4 prtiiurii (IIS mm Hg 
diafltollo tnd «bov«) and tht wtAtlitlotl J^f«rtnu«tt.wlth r«giird to th«i 
grtattr rlika of bludk popuUtiona art una4rsoor«d by ti\m projfidtlona of 
,B« rmnk Polkf M«D«i MtSo.i of tht Harvard Nadloal Sohool/^faoultyt* N)r« 
Folk utlllalng Canaua Buraau data and antrtpolatlona of aatlmataa darlvad 
from tha NHLBX*-aponaorad Hypartanalon Dataotlon and rollowup Program, 
haa aatlmatad that anujng tha madloally Indlgant (a moat vulnarabla oata-* 
gory In tarma of llmltad fAnanolal aooaaa to high blood praaaura qontrol' 
aarvloaa) blaoka havat 

1) high pravalanca of aavara high blood praaaura 
(115 mm Hg dlaatol/lo and abova) ^ and 

2) largar« abaoluta numbari of unoontrollad aavara 
hypartanalvas among tha madloally Indlgant* 

■ s ^ 

d. Mortality from cartaln aaqualaa of hlgh% blood praaaura 
(atroka and hypartanalva heart dlaaaaa). la algnlflbantly .graatar among 
nonwhlta Amarloan|» than among white Americana* 

Age-adjuatad death ratea for 1976 publlahed by the National 
Center fpr Health Statlatlda ahow nonwhlte death ratea (blaok "87 percent 
.\of nonwhltea) from cerebrovascular dlaeaaea aa being 62 percent greater than 
V death rates among white Americana* Ihe hypertensive heart disease death 
rate was approximately 317 percent greater In nonwhltes than whites* In 
the age groups that tend to have perspns with family responsibilities 
and with midlife earning capacity , the nonwhlte males had between 3*62 
and 4*22 times the number of deaths from stroke as did white males lit 
the 35'-*44 age group during the years 197^-1975. Nonwhlte females fared 
little better with death rates from 3.03 to 3 .84 times that of white 
females In the 35*44 age group* See exhibit 5 for more detail* 

Death ratep from hypertensive heart disease were as great 
as 15 times more for nonwhltes than for whites In the 25"*34 age group* 
Ischemic heeurt disease death rates for nonwhlte males war e\ at least 
.1 • 37 times the death rate for white males and for nonwhlte females over 
three times the rate for white females* See exhibits 6 and 7 for details* 



Private Ot>mmunlcatlon from Dr* B* Frank Polk to Drs* Gerald Payne and 
Donald ^are, NHLBI* . > 
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y««rs* i«« •Nhibit i for d«\ii;|],«. 



1 



,Th« dat« pr««aAlii«d in tha pravioua ■•otlana damonatiTAtad 
to th« NiHWr tha aarlouanaaa'of high blood praaaura «a 4 aignifioant timk 
faotov for oairdlovaaaular, oaratajpovaaoular and ranal di^aaa. Th« data 
providad avidanaa alao of tha djajuroportionally hiflh pr«valanoa of high 
blood praaaura among blaok Amarloana and tha dramatio t<*ll of ita aaqualaa, 
aapaoially atroKo, anwng tha Natibn'a black oitiMnry. saa axhlbit 9 for 
dataila on atroka mortality. 



Two iaauaa than b^Uama paramount 1 



- ^ 



• ganfrally if f loaoioua tharaplaa avallabla tor tha 

oohtiroi Tbf hi^m Vlood praaaura? 



Ara liuoh^hai^m affaotiva among blaoka? 



.A 



Tha Vataran!|: Admiftlitrition Study (VA Study)* organiaad 
by Dr. Fraia and hia oollaaguaa diteionat^^ tha afficaoy of anti- 
hypartanaiva drug tharapy. Paraqn^a with auatainad dlaatblJLo blood prasaura 
of 115^129 mm Hg who raoaiyad aqfilY* dl^ug tharapy, aohiavad raduptiona in 
90 par cant of tha oaaaaa^^raonJyinH VA atudy with initial 'diaatolic 
raadinga of 115-129 mxh Hg who racilvad plaoabo tharapy aohiaved blood 
praaaura raduotiona in laa9 than J5 paroartt of the oaaaa. And/ indaad, thesa 
raductiona^ among tha placjj^ qj^oyip Jait^e ai^iflQ^tly laaa thaa for 
thoaa paraona in the actdva drug ?^oup. RKhibit 10 praaanta auntniarlea 
of thaaa data. ' 



Among paraona witjr^^ diastolic readings of 5|p-114 

mm Hg, over 85 percent of^ the expfelflmantal group achieved reduotibhs in 
diastolic readings whi\el only SO percent of the control group achieved 
reductions. (See exh^it IV for more details.) 

The VA StuIy*,Mccording to some medical authoxr;Ltie^; does ' 
not answer the question whetper the blood pressure reduction per- de or 
the taking of the eur\tihypertiensive medication itself was ^ the caudal 
factor in reducing morbid and mortal events . ' ^ 

However, there is a dramatic comparison of mortaliiir and" 
morbidity between the treated and con^oi groups. The contrast' was most 
distinct in the patients with diastolic pressures of 115-129 mm Hg. ; There 
vrere deaths in 5.7 percent of the control group compared with none in the 
treated group. Other indicators showed equally dr«unatic differences. 
(See exhibit 12 for details.) These data appeared to provide substantial 
evidence as to the availability of efficacious treatment. 



* JAMA, Vol. 213, 1970 
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jExhlblt 8. Prfvaltnci of ttrokt cimi fM)f 1,000 population, drtwr) from 
^ laltctfd ftifirch publlcatfoni 
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I 



10- 
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i 

40 



SO 



70 



•0 



SOURCE: Report of the Joint Sbimnlttee for Stroke Facilities, I. 

Epidemiology for Stroke Facilities fanning. Stroke, Vol. 3, 
May-June 1972. 
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rtct for tha Unltfti st«tn, 1961 ^ 



Ml 




A|«la Yaura 



SOURCE: Report of the Joint Committee for Stroke Facilities, I. 

Epidemiology for Stroke Facilities Planning, Stroke, Vol. 3. 
; May-June 1972. ^ — " 



iKhllan 10. ahingti tn lyitolle (lift) imt 41«std11§ bloW emtMrt (ftghlhiftif four lonthi \of 



The mm with InlrUl dUstolle blood preiiure of 11S^I29 itiii iHi. 

10 




ACTIVE DRUOS 




•7« •« -44 'S '» 0 4I2 «a 
CNANCf IN SYSTOLIC ILOOD PRCSSURC • fflffl H| 



1 



» 
10 

0 
JO 

40 

30 
20 



OCCRfASC 



ACTIVt DRUOS 




INCMASC 




,-44 •» -I? 0 ♦12 
CHANOC IN DIASTOIIC IIOOO PRCSSURC • mm Hg 



SOURCE: JAMA, Vol . 202; 1967 
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Changes In Systolic Blood Pre5sure--tmi Hq, 
SOURCE: JAMA, Vol. 213. 1970 
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Changes In Diastolic Blood Preisure--itiin Hg 



Exhibit 12* Summary of results of the Veterani Administration cooperative study 



to. 



Terminating morbid events 

Death 

Class A events 

Treatment failures 

Nontermi netting events 
(Class B} 

Termination due' to blood 
pressure ^ 

Free of all assessable 
events 

Total study group 



^1 



Diastolic Pressure 90-114 


Diastolic Pressure 115-129 


Control 


Group 


Treated 


GroiiD 


Control 


Group 


Treated Group 


Number 


Percent 


Number 


Percent 


Number 


Percent 


Number 


Percent 


19 


9.8 


8 


.4.3 


4 


5.7 


0 


- 


9 


4.6 


0' 


- 


10 


14.3 


0 




7 


3.6 


1 


0.5 


7 


10.0 


1 


1.4 


21 


10.8 


13 


7.0 


6 


8.6 


1 


1.4 


20 


10.3 


0 




2 


2.9 


0 




lift 

1 lo 


AH P 
OU • O 


1 QH 


88.2 


41 


CO c 


71 


97.3 


194 


99.9 


186 


100.0 


70 


100.1 


73 


100.1 


et al . , 


JAMA, Vol. 
JAmA, Vol 


213, No. 
202, No. 


7, August 17, 1970. 
11, December '11, 1967. 
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Exhibit U. Incidence of morbid events with respect to age and race 



Age 

(on admission) 

Less than SO 
Over 50 



Control Group 

Patients with 
Patients "morbid event" 
Randomized Hoi ? 



99 
95 



15 
41 



15.2 
43.2 



Treated airoup 

btients with jT 
Patients "morbid event** Effec- 
Randomlzed "Flo7 i tlveness 



102 
84 



7 
15 



6.9 
17.9 



55 
59 



Total : 



194 



56 



186 



22 



Race 



Negro 
Other 



81 21 25.9 76 
113 35 31.0 110 



8 10.5 
14 12.7 



54 
59 



Total 



194 



56 



185 



22 



SOURCE: 



Veterans^Administratlon Cooperative Study Group on Antihypertensive 
Agents. Effects of Treatment on Morbidity in Hypertension. JAMA. 
Aug. 17. 1970. Vol. 213. No.'^ 7. . 
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With regard to the applicability of such treatment to ^ 
blacks, the VA Study showed comparable results with a computed percent 5* of 
effectiveness of 54 percent for blacks and 59 percent for whites and others. 
(See exhibit 13.) 

In the treated group, blacks had slightly fewer morbid 
events (10*5 percent of black patients X than did whites and others (12.7 
percent ) . 

These and otlier data resolved the issue of the applicability 
of antihypertensive drug regimens to blacks. Blacks fared as well as 
whites in the observed benefits. 

4. Professional Pxfactice Progress - The Spreading Utilization 
of Efficacious Treatment 

The establishment of the efficaciousness of antihypertensive 
drug therapy for the treatment of high blood pressure and the linkage of 
such treatment to the reduction in certain morbid and mortal events were 
significant scientific milestones. 

As important as these milestones may have been, they did 
not appear to trigger widespread control efforts among providers and 
patients. For example, despite the introduction of thiazide diuretics as 
early as 1953 and of other antihypertensive drugs in the early I960' s, 
and the impressive clinical trials of Dr. Freis' group at the Veterans 
Administration, the awareness and control levels of 1971 were only slightly 
changed from 1962. 

For these 2 years, the Health and Nutrition Examination 
Surveys showed the following estimates among persons with definite ^ 
hypertension (95 mm Hg diastolic and above). 



Status 


1962 ^ 


1971 


Not aware 


44% 


49.1% 


Adequate Control 


16% 


17% 


Inadequate Therapy 


18% 


20% 


Aware, No Therapy 


21% ' 


11% 



The availeibility of the scientific knowledge was not the 
issue in 1971. The dissemination, acceptance and utilization of such 
knowledge among providers and the public was the issue. Thus, in 1972, 
the National High Blood Pressure Education Prograun was launched to address 
this issue. This program, coordinated by NHLBI and including the partici- 
pation of many voluntary organizations, health care societies. Governmental 
agencies and others, has appeared to accelerate the dissemination of HBP 
knowledge and the acceptance of the importance of HBP control throughout the 
general provider and patieht p\iblics. 



28 



Although direct causality may be difficult to demonstrate, 
there has been a stiriklng temporal relation between the education program's 
efforts and certain key indicators . 

For example, in April of 1978, Dr. Robert I. Levy, Director ■ 
for the NHLBI, was able to report the following trends to the Fourth Annual 
Kational Conference on High Blood Pressure Control. 
* - ' ■ ■ 

a* The estimated percentage of hypertensives who were aware 
of their condition had increased from !51 percent in 1971 to 71 percent in 1974. 

b. The estimated patient visits for high blood pressure had 
increased by 48.5 percent between 1972 and 1976 while visits for all causes 
increased but 4.9 percent during the same period. 

In late 1978, the Pood and Drug Administration was able to 
report that a significant percentage of the 2,968 physicians surveyed held 
opinions about treating. high blood pressure which agreed in principle with 
the basic approaches of the NHLBI-sponsored Joint National Committee on the ' 
Detection, Evaluation and Treatment of High Blood Pressure.* 

f Was the desired result of decreased mortality from the 
sequelae of hl^^^Jpod pres.^ure being ^ichieved as a result of increased 
public awarenesfl^pncreased patient visits for HBP, and a seeming 
convergence in the vifews of research oriented biomedical authorities and 
the practicing physicians? Some answers have^ beehTsuggested.- ^ Ipeakirig 'to ' 
the members of the task force, on February 23, 1979, Dr. Robert I. Levy, 
Director, NHLBI, was able to report dramatic decline in deaths caused by 
stroke. Dr. Levy was quoted as stating "that since t,972, stroke deaths 
have been declining at an amazing rate, greater than five percent per * 
year."** Sharing with the NBHPTP an earlier editorial written by him for 
the distinguished New England Journal of Medicine . Dr. Levy reported on 
stroke deaths that "the 48.5 percent fall in non-white females 35-74 years 
of age over the period 1960-75 represents a fundamental change in the 
pattern of this disease."*** Furthermore, Dr. Levy indicated that the 
decline for stroke death overall was an astounding 32 percent. The black 
stroke death rate was still higher than the white rate, but the gap was 
closing. 

'^'^^ng i-ts deliberations, the task force concurred with DrL 
Levy s assessment that risk factor (e.g., high blood pressure) control 
may not be the total operative mechanism behind the decline in stroke 
death. But the period of decreasing deaths from this major sequelae 
among blacks represented a prudent person's target of opportunity for 
effective action. Thus, these reports were most encouraging to members 
of the task force. The data suggested that blacks could benefit as much 
as- other Americans from effective high blood pressure control. Indeed, 

* Diagnosi s and Management of Hypertension. A Nationwide Survey of 
Physicia ns' Knowledge, Attitudes and Reported Behavior , DHEW 
Publication No. (NIH) 79-1056. ^ ~ '. ~" 

** Washington Post , February 24, 1979. 

*** New England Journal of Medicine . Vol. 306, No. 9, p. 490-491. 
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the challenge appeared to bo how beat to accelerate the rate Of impijove- 
ment in high blood pressvire control among black Americans. The importance 
of this issue was demonstrated by two data sources made available to the 
task force. ■ ' 

The first source was an analysis by NHLBI's biometry ; • 
program staff which estimated that a reduction of the black stroke death < 
rate to the same as the rate for white Americans could save approxi-mately 
7,000 black American lives per year.* The second source >as a prell^nary 
report of data f:^pm a 1978 probability sampling of households in a , state . 
with a significant black population. This preliminary report showed that - 
the prevalence of high blood pressure among blacks remained higher than , 
among whites, especially at the higher diastolic readings (e.g., at 105 
mm Hg diastolic and above blacks had over twice the prevalence of. whites) . 
The percentages of black hylpertensives who were aware 6f this, dondition . • 
tended to be less than that among whites. This was especially the case 
for younger black males.** ' f Z^' \ 

5. The Current Challenge— Definition of High Blood Pressure Control 
Among Blacks ' , , , 

The NBHPTF accepted the following conventions' of blood 
pressure definitions as being applicable to black Americans as well as 
other Americans. See tables 1 and 2 taken from the Joint National ' ' 
Committee Report. ,, ' ' ' 

■ ■ . ' ' ■ ' ^ ' ■'. 

a. The NBHPTF agreed with the Joint National Committee 

on Detection, Evaluation and Treatment of High ^ood Pressure (JNC) on " . 
the use of diastolic blood pressure as the basis for confirming high blood 
pressure and the associated recommended actions.- The NBHPTF recognized 
the actuarial and epidemiological data concerning the increased risk 
from elevated systolic blood pressure. However, clear evidence of the 
benefits of treatment df systolic blood pressure was not ava^Llable to 
the NBHPTF during its dfeliberations. ■ * 

b. The NBHPTF accepted the concept «of a:ttaining a goal ^ 
blood pressure. Absent other indications, the goal Blood pressure' Should > 
be less than 90 mm Hg diastolic. Such a goal, when attained, places the 
Hypertensive patient within the range of substantially reduced actviarially . \ 
based risks. v , , 

c. The NBHPTF accepted the JNC recommendations for assessing 
blood pressure elevations. * t. 



f J : ■ 

♦ Internal communication from Thomaf Ihomr sta^tistician, N to>^ 
Dr. Donald Ware, chief. High' Blood Pressure depionst^^^ Program, 

NHLBI. ' 7 Ml wi 

Staff Note: Final data ^ from several states, which became^ available 
' after final NBHPTF deliberations confirmed these preliminary findings. 



TABLE 1 

Recomwended Action for Initial Blood Pressure Measurenrent 



Systollc/Dlastollc 
A. Diastolic 120 or higher 



B. 160/95 or higher 



C. 140/90 to 160/95 



D. Bel ow 90 Diastol 1c 



Recommended Action 



All adults X 

Prompt evaluation and treatment 



All adults 

Confirm blood pressure within 
one month 



Under age 50 

Blood pressure check with 2-3 
months 

I ■ 
Age 50 or older 

Check within 6-9 months 



All Adults 

Blood pressure check yearly 



Source: Report of . the Joint National Committee on Detection, 
Evaluation, and Treatment of High Blood Pressure: 
A Cooperative Study, JAMA, 237:255-261, 1977. 

• • > ■ . 

» 
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TABLE 2 
FoUowup Recotwiendatlons 



Average Diastolic Blood Pressure 



Recommendation Action 



A. 120 or higher 



Immediate evaluation and 
treatment l|d1cated 



B. 105-119 



C. 90-104 



Treatment indicated 

■ 1 

Individualize treatment 



0. Under 90 



Remeasure blood pressure 
at yearly Intervals 



I;:'; 



Source: Report of the Joint National Coninittee on De;tection, 
Evaluation, and Treatment of Higlli Blood Pressure,; 
op. cit. |i 



C. laplicatloM ^ ' 

r«var«al of the problem of 
uncontrolled blood pre..ure toon? black A^rlpana cannot be acconpUahed 

^ P'^i'ft*. Effective and auatained ayatemlc reaponaes 

«»t be -adejW the Nation-a health care delivery ay»te«a/the fina^J^Sr 
!^^«!7^4 ^f^^ carer public agenciea, private foundationa; voluntary 
aaaociationa; black religioua; cco^ity and fraternal organizations; and 
the buaineaa and organired labor elements of our society. 

Of ^the NBH^*^:iij;y°' """r '"^'^ Objectives 
°* Statemen t of Approach for the 20-Year Effort 
1. What is to be accomplished? 

^ The NBHPTF recommends that a 20-year effort be undertaken 

to bring uncontrolled high blood pressure among black Americans under 
control. Such an effort must have quantifiable objectives by which to 
assess progress. Based upon current state-of-the-irt assumpti^s wiJS 
regard to available afficacious therapies, two major objectives were » 
. auggested by the NBHPTP's deliberations. 

^ ^ *• blacks with diastolic blood pressures of 105 mm Ha 

nit S^t' " effective control (diastolic less than 90 mm Hg) among a 

Zti i iLr^r"'' °^ hypertensive black Americans within the B-yelr 

?So« onnn? ! : subsequent 5-year period (1986-90, 1991-95, 

1996-2000), bring under control at least 50 percent (net) of remaining 
hypertensive black Americans in each period. i ireinaining 

^ Reports reviewed by the NBHPTF suggest- that it is this 

category which represents those who are statistically It the greatest 
risk of experiencing the sequelae of uncontrolled high blood pressure 
(stroke, kidney failure and heart disease), indeed at the levels of 115 
nm Hg and above, there is impressive evidence that the aforementioned 
sequelae are often imminent. 

hi- V , 4 ' Additionally, tl^ere is some evidence that hypertensive 

black Americans may tend to be overrepresented in these higher elevations. 
For example, preliminary data frcm four statewide random probability 
sample of households in Maryland, Connecticut, California \nd South 
Carolina indicated that blacks had fro* 1.7 to 3.1 times the number of ' 
persons in the 105 mm Hg diastolic and above category as whites. 

Highly focused education and control activities among 
hypertensive black Americans with the aforementioned high elevations can 
be. expected to have dramatic, immediate beneficial effects. Furthermore, 




this objective is compatible with similar target control levels expressed 
by the NHBPBP for all Americans.* 

It is the expectation of the NBHPTF that suitable 
survey and other data acquisition techniques will be utilized by appropriate 
Federal agencies and others to establish a baseline estimate of blacks 
now in the 105 mm Hg diastolic and above categories. Periodic measures of 
progress should be made regaurding the attaining of the objective of 
controlling the blood pressure of persons at these high levels. 

b. Fbr persons in the 90-104 mm Hg diastolic range, attain 
better levels of control and awareness by reducing the per9entag^ of 
black Americans in each of the following categories: 

1) Undetected hypertensives 

2) Detected hypertensives, not in treatment 

3) Detected hypertensives, in treatment, not under 
control \ 

(Control defined as less than 90 mm Hg diastolic) 

The rate of this reduction should be such as to 
produce resulting percentages of awareness and control at the end of 
each 5 years e^ual to the percentages in the general population. The 
clear need for many areas^ of the country would be for extraordinary 
activity during the next 5. years (1981-85) to achieve black parity in 
awareness and control. 

2. What general approaches should be used? 

a. It is recc3imaended that special attention be given to the 
Joint National Committee's recommendation that all health care-providers 
screen their patients routinely for high blood pressure, thus reducing 

the need for mass screening projects. It was the task force's position, 
however, that in certain predominately black communities, well organized 
mass screening activity may yet be required to compensate for the access ^ 
problems that are yet present among some black populations. 

b. It is recommended that any mass screening projects in 
predominately black communities include appropriate followthrough 
mechanisms that are in place prior to the initiation of mass screening. 



* The NHLBI Health Education Branch's 1979 Operational Fact Book states 
NHBPEP's goal as follows: "through a program of educati'on to health 
professionals and general public, to reduce by 50 percent every five years 
(starting from 1973) the number of persons with a diastolic blood 
pressure greater than 104 mm Hg." 
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Such mechanlsns should Includes -W • * 

' . ' ' ' ' i^'"-'' • 

- Referral procedures to local sources «<|^- physician 

confirmation of a sustained elevatio#''' 



- Frocedures for following up wi.tJa^egpatient'and/or 
providers to ascertain if the^i^Sriation visit took 
place. (Patient consent prpcl^se^ should be included in 
such iprocedures . ) ' ' , 

- Procedures for providing hypertensives with provider and 
community systems for frequent monitoring of blood 
pressure. 

- Approaches fpr continuous reinforcement of hypertensive;? 
and their families regarding the need for lifetime 
compliance with antihypertensive medication regimens 
and lifestyle changes. 



It was noted by the NBHPTF that a church based program 
in Memphis* had organized such a- model activity in concert with the local - 
provider community, voluntary associations and business and governmental 
agencies. Documentation of %^te£fprt and comparable programs in other 
cities is encouraged by the l^M^^e task force expressed sp&cial concern 
about the segments of the black population which are not being reachejJ by 
existing HBP control efforts. Examples of these include unemployed persons 
(especially young black males) and persons who are in correctional .facilities. 
On the latter item, testimony was presented to the task force by the director 
of the Federal Prison Health System, the director of the HEW prison health 
initiative and a former warden of a major city jail. HBP treatment in prison 
was viewed as being affected by all of the is&ues related to prison health 
care. Groups that are concerned with institutional health services should 
consider incorporating HBP control concerns into their agendas. 

c. It is recommended that black health care providers take 
the lead in developing, adapting or utilizing continuing professional educa- 
tion efforts in the promotion of high quality care for black Americans with 
high blood pressure. It is recommended further that nonblack providers 
serving significant number of black patients be encouraged to engage In 
comparable professional education activities. 

Based on a Pood and Drug Administration survey of 
physicians and preliminary data gathered frcwa the membership of task force 
constituent organizations, the NBHPTF concluded that such professional 
educatlowal activities would be most useful in promoting wider physician and 
other provider adherence to Joint National Committee guidelines, as well as 
other national, high blood pressure education and control guidelines. 

d. It is recommended that community organizations/ churches, 
local government, unions, business and other highly visible COTiponents in 

♦Church and Community Uhited to Fight Hypertension. . 



blaclc^'eoaiikunltlas angaga In collaboratlva, organlzad high blood prasaura 
aoraanlng and foHo%fthrough actlvltlaa that ara conalatant with tha 
maohanlama auggaatad in tha aforagolng Itam "b** 




a« An organlzad af fort ahould be undertaken to rampva or 

reduce certain potential barrlara to affective high blood preaaure 

education and control. - 

• ^ ■• . . ■ . 

To thla end, the NBHPTF has developed recommendatlona 

on the following topics: 

Provider Roles 

Conununlty Education and Coordination 
Biomedical and Epidemiological Reseeurch Issues 
Delivery Systems Issues - Reseuch and Policy Recommendations 
Nutritional Issues *^ 
Health EdjUcation 

Behavioral StudleS^ Related to Hypertension 
Manpower , 

Pediatric High Blood Pressure Issues 
, . Financial Barriers . 

Physician Assistants and Nurse Practitioners 

These recommendations eu:e presented in detail in 

Chapters 3 and 4« 

Z. Implementatl^ Strategic Overview 

To accomplish the implementation of .the proposed 20 year 
effort to achieve maximum control of high blood pressure among blagks, 
the NBHPTF recognizes that a number of strategies will need to be employed. 
Some exaunpl€^s are the following: j 

a. , High blood pressure education and control must become a 
high priority issue for the national assc^clations of black health care 
professionals and for the national - leadership of various civic and social 
welfare organizations* 

b. Ultimately, programs and efforts toward effective high 
blood pressure education and control among black Americans must be 
Implemented on the local level, utllzlng such institutions, agencies, 
individual providers and other resources as may be extant or developed 
for this purpose*^ It was suggested by providers at MeHarry Medical 
College and other sites that black provider Involvement in local health 
systems agencies auid public forums which review economic and social Issues 
that Impact on health carp would be essential to the prospects for success 
on local levels • 

c. High blood pressure education and control programs and 
efforts for black Americans should be institutionalized within local 
private and public structures to avoid long-term dependence on categorical. 
Federal programs of uncertain tenure* 
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. leadership of integrated and nonblack organizations 
with significant influence in Jblack coamunities and populations should be 
encouraged to give ^igh priority to the establishment of high blood pressure 
education and control for black ccnuaunities. 

e. Iflhe NHLBI and its operational components, such as the ^ 
NHBPBP ^d the DHVD, should seek to incorporate the progrManatic concerns 

of the NBHPTF into all of the Institute's applicable activities. Tb assure 
program sensitivity/ special efforts should be undertaken to assure that 
qualified black Americans are represented at decision-making levels in 
the Institute staff and in the staff of contractors and grantees engaged 
to implement NBHPTF recommendations. Qualified section 8-A contractors 
(i.e., aaall Business Adtainistration, minority set-aside .program) should 
be utilized in projects requiring special sensitivities to the progriumning 
of collaborative efforts with black organizations and projects. 

f. The 20-year effort toward controlling high blood pressure 
among black Americans should be linked with other health promotion and 
disease prevention activit€»- of the Federal Government and private 
organizations. 

Fo^r exaimple, in several sites visited by Task Force 
representatives, sickle cell education and counseling projects and other 
categorical projects were coordinated closely with HBP control efforts. 
Such coordinated efforts are to be encouraged. 
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WBHPTF RTOOMMBHDATION S: HIGH BLOOD PRBSSPRE gPUCATION A ND 
CONTROL SYSTEM ^- 



!• Backqrovmd 

It was tbm charge of the NBHPTF to develop consensus on the respective 
roles of black health care providers in the detection, diagnosis, treatment 
and long-term managexaent of hypertension in black populations. As the 
NBHPTF proceeded to meet this challenge it became apparent to the task force 
and its assigned staff that serious attention neMed to be given to the 
systems and structures within i^ich .such rolesf^kig^fie exercised. 

An initial response to this concern was to des^^be in detail a 
model HBP control process. «iis model process identified in detail the 
functions and activities which, in the opinion of the task force, are 
required for the effective control of HBP. Arrayed against this compilation 
of functions and activities are the recommended roles for the various 
pjrofessions 4nvolved with the NBHPTF, the data that ought to be generated 
for operational purposes, and the interim operational' results that should 
be attained by each stage of the HBP control- process. 

By adopting this approach, the NBHPTF anticipated that the various 
audiences i,^ich might consider the provider role recommendations could 
view them in the context of the overall HBP control system's functioning. 

A second concern that became apparent during the NBHPTF 's deliberations 
was that a description of a model HBP control system, however thorough, 
would not address the issue of abetting the entry of blacks into that 
control process or the effective functioning of that control process. 
These concerns are addressed by the NBHPTF 's commentaries in this report 
on the need for: 

- Continuing provider education to promotfe the proper execution of 
suggested provider roles within the proposed model HBP control 
process.. 

( - Community awareness programs to encourage blacks to access the 
model HBP control process^ where appropriate, for detection and 
treatmex^t. 

- Community collaboration systems to assvbce that HBP detection and 
treatment services are available to. all segments of black 
populations, including the medically indigent, unemployed and 
other hard-to-reach segments, in addition to the employed, the 
middle-class, and other segments which have sufficient third- 
party payment or other sources for financing their health care. ^ ^ 

The remainder of this chapter presents! 

- The model high blood pressure process. 
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Vhrn MlKPTrU 0ugg«0tttd inrovldM volmm tov^mmoh Bt^p In tht pxoomBM 

- Thtt MBUFrr oooBuntarltts on provlter •duoatlon, ocxnmunlty «war«nMfl 
and oommunity oollaboratlon to affaot thm oontrol prooMs* 



Vh« modal prooass for high blood piriia(tttra<: oontrol aarvlaaa la baaad, 
in part, rupon an outlina praaa^tad in tha Handbook for Improving mgh 
Blood Praaaura Oontrol in tha Oonmuhity.* Thia prooaaa outlina haa baan 
modifiad by tha NBHPTF and axpandad to inoluda U^tinga of datailad 
aotivitiaa within aaoh aubobjaotiva. Thaaa datailad aotivitiaa wara 
davalopad primarily from aoviroaa mada avallabla to tha* taak foroa from 
-NHLBI and its NHBPBP. Bxhibit 14 praaanta a liat of aouroaa uaad for 
thia purpoaa. | 

Exhibit 15 aummarizaa tha modal prooaaa in tarma of goal, objaotivaa, 
and aubobjactivaa to ba attainad. Tha aubobjaotivaa Kava baan dividad 
dLnto tha thraa functional araaa of intaka, attainmant of control, and 



11. Modal High Blood Praaaura Control Prooaaa 



long-tarm malntananoa* 





♦ Handbook £6r Intt>rovlnq High Blood Praaaura Control In ^^ 
tha Ccwffliunity, DHEW Publication No. (NIH) 77-1986. 
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inhibit t4. Mftrthoa list for no4«l high blood porMSura Mrvloaa prooaaa 
1. ' RiriRIMCI h 

, Uuoatton of phyalolana In high blood praaaura. Parformanoa 
bharaotarlve^, iaarnlng objactlvaa and avaluatlott apprbaohaa. 
Circulation » nawa from tha Amarlaah Haart Aaaoolatlon, May 1975. 

.2. RKRIUniCB B 



Murainq admoation in high blood- praaaura oontroi. Raport of tha Taak 
goroa on tha rola of nuraing in high blood praaaura control . DHBW 
Publioatlon No. (NIH) 76-1052. ~ 



3. RKFBRBNCB C 



Raport of the Jo int National Committaa on Dataotion. Bvaluation, and 
graatmant of High Blood Praaaura . DHBW Publication No. (NIH) 77-1088. 



4. RBPBRBNCB D 



Raport of tha Taak Forqja on blood preasure in children. ' Pediatrica , 
Vol 59, No. 5, Part 2, May 1977. . . 



5. RBFBRBNCB B 



Handbook for Impro ving High Blood Praaaura Control in the Cojmttunitv . 
DHBW Publication No.. 77-1086. ' 
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EXHIBIT 18., ao«l , (»dictlVtiV,Sut)0M«ct1vti of HBP Control 
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SUBQ80ECTIVES 
1. . To maasuro BP 



2. To dttormlne If BP Is elevated 



3. To r«ifar to diagnosis, If eVevat9<l 



4. To take patient history, and conduct 
physical and 1ab tests . 

5. To evaluate and correctly diagnose - 

6. .to refer to therapy — ■ — 



7. To Initiate correct therapy 



8. To fill prescription — —r^ 

a. To provide patient services* 



9. To follow through with therapy 
as prescribed 



,0. To mon t tor prescrl bed therapy 



11. To adjust therapy (as desirable) 



,12.. To continue to fill prescription ' — - 
a. To continue to provide services* 

13. To continue to follow through with 
therapy as prescribed ■ 



14. To conti nue to monl tor prescribed 
therapy 



15. To continue to adjust therapy 
(as desirable) 



OBJECTIVES 

To detect 
and refer 
to diagnosis 
those with 
elevated BP 



GOAL 



"1 

To diagnose 
and Initiate 
correct therapy 
for Identified 
hypertensive 
individuals 



V 

To continue 
correct 
therapy on 
patients ~ 
who start 
therapy 



To Increase 
the number 
^bf people 
with 

controlled high 
b1 ood pressure 



^Services related to adjunctive factors and behavioral approaches, 
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A' intake funotlonf 



Objwtlvti •pp dtttaot «nd xntnv Ito dligno«li thomm with 
•liv«t«d blood prM«ur# 



Subobj^otlv 

To meaaure blood praasura 

l"'^ To datamina if blood 

praaaura ia alavated 

To rafar to diagnosia if 
alavatad' 

SuBtmary 

Thaaa intaka f unctiona-'apply primarily to parsona not raoeiving 
madioal attantion within tha haalth cara dalivary aystem, and to paraona 
who hava antarad tha ayftam at an antry point at which HBP diagnoaia and * 
traatmant aarvicaa ara^not providad* Bxamplaa of tha formar would be 
naighboirhood acraaning jd^rama conducted outside of health cara facilities, 
workaite acraaning efforta/ etc. Bxamplea of the latter would be dentiats' 
officaa/ optometrists V off icea, podiatrists' offices, and officaa of physi- 
ciana who do not diagnose or treat HBP* 

It ia the NBHPTF view that persona who are presently receiving 
medical attention at. pointa in the health care delivery systems that are 
appropriate for HBP control services would have bloodi pressure measurements 
taken in the process of performing the control functions (0-^4 through C-11)* 

B* Control Attainment Functions 

Objectives I To diagnose and initiate correct therapy for 
identified hypertensive individualjs 

Subobjectivess 

Function Subobjectives 

To take patient history 
and conduct physical 
lab tests 

To evaluate and diagnose 
correctly ^ 

C-6 To refer to therapy (if the 

diagnosing provider is 
not the treating provider) 
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Subobjaotlvaai 

Function 
• l-X 



C-4 



C-5 



C-7 



C-9 



C-IO 



C-11 



To i^nlttnlui oorriot thir«py 
To fill pir«i0rlptlQn 

rtlat4Ki to «<i junotlvt 
f 4otov« and bahavloiTAl . 
appocoaohas 

(Patlant) to follow- 
through with thar«py aii 
praaorlbaA aKid raoomnuindiaei 

0^ monitor parsoribad 
tharapy 

To adjuat tharapy, as 
daairable 



Summary 

^ • . ,' - V-^: ■ „ ^ /,. , • '-'^ 

' Thaaa functions involve the^ diagnoei|L8 and initiation Of co^r^ot , 
therapy for attaining HBP control!. ^ The initial attainment of 
pressure would be anticipated as biaiing ^co-:;teminus with. t¥ie^ 
conclusion of activities under function* C-11, :"to adjMi*ith« «is, 
• desirable > , Z V' '^^ •■■ . 
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C« Lonq^erm Maintenance Functionsb > 
Objective: 
Subob j ect ivea s 



lb continue, therapy, on:^MitientB^ who iftart ^therapy 



Function 
M-12 

■ M-12a 




M-13^ 



M-14 



M-1^ 




Subob je^i^vyb 

To cdn«:n\lb t 
p^^esprlptions 

To conrinue to' pr<ivide » 
other ' ^services: Veiyted'x^ 
. to lad^lutictive facrors . 

"'and^ belia^ioral methods ' 7 ^ 

■ . • . J ■ ,-^;<«, 

(Patieo^) to^cantinue to 
f ollo^^^poupr' with 
therapy /as recomepded / 

To contimw^ to mbnitoi^ 
^cribed\^ra|JSr ^ ; 

cont^nu^ 'oto adjust •-'^ 
rapY, as desirable. 




oe Ut iiiJji^jfOttVf' (i.g.,' ^«omtur* blood .pvaaaurvi'* ""to fill jwworip- 
titin',** atq*)*' Ofch«r <SMoHj>tlv« ittmi «• uMd «■ foUowii 

. "i , *• ' ..■ , ^ • ' ■ , ■■ , ■ . 

V ! ' , ifh« ^olfrourai|;*n^^ or •vtnta which iwy ohum or initiate 
th«-p«rform«no« df ^ha function r Buoh a« patlant request , ep^olfio ollnloAl 

V / V > aphis t^rm is used to indicate the rsaulta that should ba 

obtainad aa a raault of forming the fvinctlon. Theaa daaired outoomaa 
W^e j^ in moait funotiona, in tarma of raault* that ahould ba 

' obtained by or fojff> the patient, data that ahould be created or updated, 
v reeti!}.ta that iThould be obtained by or for the provider. 
^ . ' ' * f . ' ' 

' . 3^ Aotivitiea 
• . ' ^-""^ 

7 Wl' ' ^ A list of detailed activities which normally would need 
. tip bi/|*rformad in fulfilling the subobjective for the function. 



rij^r- • Racoimnended Provider Roles 

■ ; ■ , / " .1 ^ 

* V . aotivitieis to be performed by each applicable category 

ot^^r in eao^ bf three major settings j Solo Practice, Comprehenaive 

. Ha'altfi Oentera, Ambulatory Care Facilities. The pro^ideir categories 

U80d in each settincr are listed below, i ^^ ' 



^ - \- ^/kol^'' Practice 




^Solo^actising Dentists 
''-Solo Practising Physicians 
V^Nurses in Visiting Nurses Associations 
-Solo Practising Optometrists 
-Pharmacists in Independent:ly Owned Phamaci^s 
4^ (Please note that the chain pharmacy role 
suggestions were comparable roughly to 
the irf^ependents ' roles . Barrier 
perceptions were different, however.) v 
-Solo Practising Podiatrists 

Comprehensive Health Centers (CEC) , Group Practice- 
type Health Maintenance Organizations (HMO) 

-Dentists in CIKJ's 
-Physicians in CHC's 
-Nurses in CHC*s 



^ (Vhlft HMO tfQl« Wit IMirOttlV 

%\m roUs >fhlQh might obmrviid In 

CHO>0 ' 

' '> . » , , , ■ ■ ■ 

•^Vhy»lol«n» In Hospitiil OutpatlMt Mp«v^^ 
^ ^UmntXMtm in llotpl.t«l Dantal Clinloi, 

**^Mui:i«t in HOiipltil Chsitjpatliint M 

«ndi ipnirgtnQy ItoQiM 
-CliniOAl Fhana«alit« In lio«pit«l« 
-«Fodtatriit« in Hoipitaltt 

- OthT 

-PhyaiolAns In Qroup Practice 
-QptoiMtri«t0 in Ctroup Praotloe 
^Phamaolsta In C3iain Pharmaolea 

5« Additional Raoonmandatlona * 

E» Datallad Function Statemanta 

When reading the actijtvlties suggested for each provider, please 
refer to the following code designations t . \ 

A - Assist 
, C " Consult 

N - None 

^ P « Perform 

R - Refer 

/- -./ ■ ' S • Supervise 
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runoUon l-l 8ubol>j«afalv«i *^ iii«agur« blood 

«. Any •noovmttr with * h««Xth air* pro««a«ion«l 
for phyiioftX «xiunlnAtlon or ti(:««tm«nt ^ ' 

b. SpaoiAl vcxTMnln^tt 



o. I^atl«nt-initlat«d «noount«r« 



d. P^riodlo blood pre00ur« moAsutiemont anoounteta^ 

initiated by aomaone othW than th« paliant 

, -v i 

2. . Outoomas 



a* Patient 



Patient (examinee) with blood, pressure measure- 
ment taken in at least one position in at least 
one extremity i 

Patient or significant other (spouse, friend, \ 
etc • ) with Information as to next appropriate 
step (e.g., annual recheck, etc.) 



Data 



Systolic/diastolic reading(s) in written form 
in accord with American Heart Association 
recommendations as modified in 1979 
(disappearance of sound for diastolic) 

Identifying information (e.g., name and telephone 
contacts(s), address, age, dex) on patient (examinee) 
or his/her significant others. This information is 
solely for purposes of facilltatiftg contact with 
patient (examinee) and his/her provider 

Name, telephone number, and address of provider who 
is available to provide prompt medical care if 
necessary (e.g. , diastolic 120 mm Hg or above) 



♦These items must be available in those Instances in which the provider 
measuring the blood pressure is not the same as the provider who will 
confirm, diagnose or^ treat. 
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") Nftntf tetlifhont nunbtv, and AdAvtii 9i 
jj^ovldtr men |)«tsltnt hM MUotetdf of 
i() whom |iiiiian« if i^^4n« vtftmi^ li>^ 
donliniMitlon of blood strtisurt ]e'««diii9 

« 

Virovldftf ¥^0 hk'i oompl«t«4 blood pvMiutii 
mttiiuirfmontif oommunioAttd ilgnlfioant 
InforvMition to oth«r h««lth o«v« tmm mmdbtttpi 
whtix** n«o«ii«ryf and Informtd patient 
(•HiMiilnai) of appropriatt nant atap* 



3o foteiyit|^aa 



Maaaura blood praaaura aooutataly In a mai^nar 
oonalatant with aolantlflo pjplnolplaa 



b. Obtain Identifying information alamanta (a«\^g.# 
nama, tal«phona oontaoti addraaa, aga# aax)\ that 
ara naoaaaary for contact with axaminoa and \ for 
datarminlng racommandation for initial blood 
praaaura maaauramant 

c. Provide a quiajt anvironment 

d. ^Position patient and equixxnent properly 

— e. Palpate pulse prior to auscultating 

f • Take blood pressure in more than one extremity 
and/or position when indicated 

g. Communicate orally and in writing significant 
information to other health team members 

h. Xtocord diastolic findings according to recom- 
mendations of the American Heart Association 
as modified in 1979 (disappearance of sound 

y for diastolic) 

*1. ^dvise patient of appropriate next step (e.g./ get 

confirmation reading by date, get annual 

reading, obtain prompt medical attention). The 
fpllowing actions are those recommended by the 
Joint National Committee 



♦ Report of the Joint National Committee on Detection, Evaluation, and 
Treatment of High Blood Pressure , op. cit., pp. 6-7. 



90-94 



I plinth 

ohtaic within 3'«3 montehi 



Aywi 80 or 9l4»y i oh«ok within 
6*^9 monthM 

All »<l^it;in blood pr«p0ur« oh«ok 
yearly 
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HIOfCINI 



function 1, SHboW«et1ve! To in««iur» blood preisure 

(A " Alii It C • ConiuU N • Non« R « HrfQm R «> R«fer § « Suptrvlit) 



1, MflAsum blood preisur« 
accurately In a manner 
consistent with scientific 
princlplei. 



liir <f&E) 



a. Provides a quiet 

• environment. S and P s and P s and P s and P 

b. Positions' patient and h 
equipment properly. . S and P s and P s and P S and P 

c. Palpates pulse prior to - ' 
auscultating. , S and P , S and P S and P s and P 

d. Takes blood pressure In . 
more, than one extremity 

and/or position when . * ' 

. ^f^^cated. S and P S and P ' S and P s and P 

e. Communicates orally and In , 
writing significant Infor- 
mation to other health team 

. . . ' S and P S and P S and P s and P 

f. Records diastolic findings 
according to recommendations 

of American Heart Association S and P S and P S and p] S ^nd'p 
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1. ^NiiiufM blood pftifura 
•ccyrAlil^ In • minnif 
fionilittnl wHH i«1intff)6 
prlnelpttti. 

» 

**•, Provtdii • qut«t 
tnvlronMtfit. 

b. PosUtoni p«l;1«nt at^ 
«iquipiH«in(; properly. 

• ^ 

c. Palpitdi puUd prior to 

***d, Tnkti blodd prtiiura in 
more thin on« 0xtr«m1ty 
and/or po&Ulon whtn 
indicated. 

e. Comnunlcates orally and In 
writing significant Infor- 
mation to other health team 
members. 

f. Records diastolic findlnos 
according to recommendations 
of American Heart Association 



A- 



P and % 

( 

l» iIIHJ S 

P and S 

»» and S 

P and S 
P and S 



% 

S 



P and H 



P and S 



S 



Additional comments. 
* Dental Chair 

** Arms only. Refer to physician If another position 1s Indicated. 
***Check Identified hypertensive patients on each visit. An adequate history IS needed. 
Check others on first visit. See note attached. 



C7 




P mi % 
P Amt S 
P Ami s 



P, s ami H 

P and % 

\ 

P and S ^ 



NURSING 



CO 



ERIC 



Function 1. 



j 



Subobjectlve: To measure blood pressure 

{A ■ Assist C « Consult N ■ None P « Perform R » Reffer S « Supervise) 



Activities 



1. Measures blood pressure 
accurately In a miinner 
consistent with scientific 
principles.^ 

a. Prffvides a quiet 
environment. 

b. Positions patient and 
equipment properly. 

c. Palpates pulse prior to 
auscultating. 

d. T^kes blood pressure in 
more than one extremity 
^nd/or position when 

indicated. \ 

e. Communicates orally and in 
writing significant infor- 
mation to other health team 
members. ^ 

f. Records diastolic findings 
according to recommendations 
of American Hpart Association 



Setting A 
(CHC) 



S and P 
S and P 
S and P 

S and P 

S and P 
S and P 



Setting B* 
(Hosp. OPD) 



S 
S 
S 



Setting C 
(Hosp. ER) 



P and S 
P and S 
P and S 

P and S 

P and S 

i 

P and S 



Setting D 
(VNA) 



P and S 
P a nd S 
P and S 

P and S 

P and S 
P and S^ 



Additional comments. 

♦Hosp^^p - In institutions in which certain areas are staffed only by RN's, these activities would be 
P^WW^.^y^^^ nurse. 



OPTOMETRY 



Function 1. 



Subobjectlve: To measure blood pressure 
(A " Assist C « Consult . N « None P 



Perform R « Refer S • Supervise) 



Activities 



1 • Measures blood pressure 
accurately in a manner 
consistent with scientific 
principles. ^ 

a. Provides a quiet 
environment. 

b. Positions patient and 
equipment properly. 

c. Palpates pulse prior to 
auscultating. 

*d. Takes blood pressure In 
more than one extremity 
and/or position when 
Indicated. 

«i> • 

e. Communicates orally and In 
writing significant Infor- 
inat1|)n to other health team 
members. ^ 

f. Records diastolic findings 
according to recommendations 
of American Heart Association 



Setting A 
(SoloT 



S and P 
S and P 
S and P 

P and S 

P and S 
S and P 



Setting B 
(Group) 



S 
S 
R 

S and P 



Setting C 
(HMO) 



S 
S 
R 

S and P 



ERIC 
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♦Arms only. Refer to physician if another position is indicated. 
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Ul 



ERIC 



Function 1. Subobjecti ve: To measure blood pressure 

(A • Assist. C « Consult M « None^'^ P 
Activities 



1. Measures blood pressure 
accurately In a manner 
consistent with scientific 
principles. 



a. 



c. 



**d, 



Provides a quiet 
environment. 

Positions patient and 
equipment properly. 

Palpates pulse prior to 
auscultating. 

Takes blood pressure In 
more than one extremity . 
and/or position when 
indicated. 

Communicates orally and In 
writing significant Inform 
mation to other health team 
members. 

Records diastolic findings 
according to recommendations 
of American Heart Association 




P and S 
P and S 
P and S 

P and S 

P and S 
P and S 



P ind S 
P and S 
P and S 

P and S 

P and S 
P and S 




'•S^» Supfl^fvlse) 



Setting C* ^ . Setting D 



(Ho4.) 



S and P 
S and P 
S and P 

S and P 

S and P 
S and P 



Additional comments. ' - . ° 

* Clinical pharmacist is part of health team and as situation arises may be called upon to take 

BP measurements. . ' 

** Arms only. Refer to physician if another position is indicated. 
♦♦♦Pharmacist must give information to patient or physician. 



S and P 
S and P 
S and P 

S and P 

S and P 
S and P 



PODIATRY 



in 



- I 

Function 1. Subobjectlve: To measure bTood pressure 

(A « Assist C « Consult N ■ None P « Perform 

■ ^Activities Setting A 



R » Refer S » Supervise) 



Measures blood pressure 
accurately in a manner 
consistent with scientific 
principles. 

a. Provides a quiet 
environment. 

b. Positions patient and 
equipment properly. 

. c. Palpates pulse prior to 
> auscultating. 

*d. Takes blood pressure in 
more than one extremity 
and/ or position when 
indicated. 

e. Communicates orally and in 
writing significant infor- 
mation to other health team 
members. 

f. Records diastolic findings 
according to recommendations 
of American Heart Association 



>etting 



P and S 



P and S 



P and S 



P and S 



P and S 



P and S 



Setting B 
(CHC) 



S 
S 
S 

S and R 
P and S 



Setting C 
(Hosp.) 



P and S 
P and S 
P and S 

■a- 

P,S, and R 

P and S 
P and S 



' *Anns only. Refer to physician if another position is indicated. w,. 

ERIC 



Notd to Function #1 - Pentlatry 



The view was expressed within the dental working group of the task 
force that blood pressure measurement should be a normal part of the 
dentist pre-op preparation • rtxe detection of high blood pressure problems 
could be viewed as a by-product. This viewpoint has been promoted in 
dental education at Howard Itoiversityr Temple Uhiversity and Pairleigh 
Dickinson College of Dentistry* among other schools • 

A possible research issue is raised regarding the possibility of 
assuming higher readings in dental offices due to the anxieties of many 
persons entering that environment. 



♦Interview with Dr. Fifkncis Davis of National Dental Association. 

t 



Function l-»2 Svibobjectlve: To determine if blood pressure Is elevated 



1. Triggers 

a. An elevated reading during function I-l 

b. A request by the provider performing the initial reading 
to obtain a second reading 

c. Patient or ex2uninee request 

2. Outcomes 

a. Patient 

Patient (exeuninee) with blood pressure measurement 
confirmed after readings on two occasions 

- - Patient and/ or significant others (spouse, friend, 

etc.) with information as to next appropriate step 



b. Data 



Average and individual reading(s) in written form 
in accord with American Heart Association 
recommendations as modified in 1979 (disappearance 
of sound for diastolic) 

Identifying information (e.g., name and telephone 
contacts(s) , address, age, sex) on patient (examinee) 
or his/her significant others. This information 
is solely for purposes of facilitating contact 
with patient (exeuainee) and his/her provider 

Name, telephone number, and address of provider 
who is availeUble to provide prompt medical care if 
necessary (e.g., diastolic 120 mm Hg or above) 

Neune, telephone number, and adc^ess of provider 
patient has selected, or by whom patient is being 
treated - 



^Relevant when provider performing this function is not the saiae as the 
provider who will diagnose or treat the patient. 
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Activities 

a« Recheck blood pressure by performing tasks 
outlined In function 

b« Calculate average values of measurements taken 
on the two or more occasions 

c. Utilize age/BP table In JNC report to determine 
recommended action (see function I"*l, Item C) 

d. Inform patient of readings and the recOTunended 
actions 




Q 
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MEDICINE 



Functioti-2. Subobjective: To determine if blood pressure is elevated 



(A ■ Assist C » Consult ^ N - None P ■ Perform 

Setting A 



Activities 



1. Recheck blood pressure 

2. Calculate average values, 

3. Utilize age/BP table to 
determine recommended 
action 

4. Inform patient of readings 
and the recommended actions 

Additional comments. 

*In these settings, all significant elevations must be seen by a physician, 
accord with JNC guidelines. 



(Solo^ 
P and S 
P and S 

P and S 
P, R, C and S 



R » Refer S » Supervise) 



Setting B* 
(Group) 

P and S 

P and S 



P and S 
P and S 



Setting C* 
(CHC) 



P and S 
P 9nd S 

P and S 
P and S 



Setting C 
(Hosp. OPD) 

P and S 

P and S 



P and S 
P and S 



/ 



This practice would be in 



SO 



ERIC 



SI 



Function 2. Subobjectlve: To determine If blood pressure Is elevated 
^ (A - A$3ist C ■ CpnsuU ^ • Morte P « Perforro R - Refer S ■ Supervise) 



Activities 



1. Recheck blood pressure 
Z, Calculate average values 

3. Utilize age/BP table to 
determine recofimendti^ 
action- ^' V 

» • y 

4. Infonn patient of readings 
and the recomnended actions 



.^^ ^Settlng A 
• (CHC) 

P and S 
P and S 



A.'P and S 
A,P and S 



Setting B 
(Hosp^ OPD) 

P 
P 

A ^ ' ' 



Setting C 
(Hosp. !R) 

P 



A 
A 



Setting D ' 
(VNA) 

P and S 
P and S 

P and S ■ 
P,R and C 



Additional comments, 

The additional responsibilities and appropriate use of the extended role nurse (I.e., Nurse Practitioners, etc) 
must be developed, 



^Function ?, SM%bJect1veV To dete 
' (A " Assist C f Cons 



^a y , 4 Activities 
\!&%^eck blood pressure 




2!,! v:vvCilculate aver^jie \^lues 



3 . i U;t 1 1 1 ze age/ Bf* ta bl e to 

determine recommended 
action 

4, , fnforni patient of readings 

and the recommended actions 




• i fij^} '''' 7'' 

- : 



lood" pressure Is elevated 
'None P ■ Perform R • Refer 



Setting A - 

S and P 
P and S 

P and S 
P.R and C 



Setting B 
"ll^foSpr 

S ^nd l» 
P 



P and A 



Supervls^) 

Se tting € 

lymy ■ 

S and P 
P 

A 
A 



PHARMACY 



Function 2.' Subobjectlve: To determine If blood pressure Is elevated « 

(A • Asilft C • ConiuVt M ■ None P «• Perfomi R Refer S - Supervise) 



Activities 



1. Recheck blood pressure 

it 

**2. Calculate average values 

■3. Utilize age/BP table to ' 
determine recomnended 
Itctlon • 

4. Inform patient of readings 
and the recommended actions 

Perceived barriers. 

Setting A - Lack of time, space and help. 
Setting B - Possible volume orientation. 

Additional comments. ' ,^ 



Setting A 



> etting 



V' 1 P and S 
P and S 



and S 



Setting B 

P and S 

P and S|j 



P.R.C and S 



P and § 
P.R.C and S 



Setting C* 
"-(llblpT 

P 

P 



P 
P 



Setting D 

P 
P 



P 
P 



Setting C - Profess iorjal tfj^diltl on ot pharmacist not 
being 1nvd|yed in the health c/ire team. 



* Role Mill depend upon their responsibilities within health tiare team, r ;v 

' **The pharmacists* work group agrees wt^,^^e ijeed t;p develop individualized values but prefers to^adhere 
to presently accepte^^ standards. 



POOIATRV 



F«nct1i»n 2. S«(>eyictTve: To detennin© If blood preaiure H elevAted 

(A • Aiiitt C - ConiuU N * Mont P ■ Ptrfomi R « Rtftr 



1. Recheck blood pregsure 

2. Ci^lculate Averiige values 

3. ^ Utilize a<je/BP table to 

determine recommended 
action 

Inform patient of readings 
and the reconmended actions 



P and S 
P and S 

P and S 
P.R and C 



s 

N 
h 

S and R 



, eu. 




|i« alivnt&id rtading w«i obtained 

llaviltad ifnadingdirfram funofeion 1-^2 (to datemina in 
blood iMTaaawa ia alavatad) 

a* Patient 

Patient (examinea) with appointment ffor evaluation 
and diagnoaia 

Patient (examinea) with information aonaerning 
ooat of diagnoatio viait, third-party payor coverage 

b# Data 

- 9yatM>.Up/diaatolio reading(e) in written form in 
" aooordanoe with American Heart Aaaooiation 

r^pmmandationa aa modified in 1979 (diaappearance 
of a6und fo;r di|a1k)lic) 

- Identifying information (e.g., name, telephon^i 
contaat(a), addreaa, age, sax) on patient (examinine) 
or hia/her aignWioant btheraV Thia inf ormati<j|^^ 
ia aolely for purpoeea ot facilitating contact' 

> with patient (exj|UAinae) and his/her provider 

Name, telephone number^ and addraaa of provider 
who ia available to provide prompt medioal care if 
neoaaaary (e.g., diastolic 120 mm Hg or greater) 

Name, telephone nui|dt>ar, and address* of provider^ 
* ' whom^^j^ ha^i» aalacted or to whom patient is 

beih9'.''ref erred 

- *^ date of appointinexjt with identified provide;: 



'1 



♦This function , performed only if provi^iit performing function 1-2 (determine BP 
elevation) is not the same as the dilg^osing provider. 



A, csontiot px!09iA%t will «v«lu«b«i 4in<) diAvnofw 

yoXlowup to oonflirm that <iH«9iint« \mm Htpt Api^nt]A«At 



d« V voUoM^p •Mimintit not m«Kin9 or H««pin9 uppointrofntii 
«otlon in r^oord 



lb 



(.0 



MEOICINE 



Purtctlon 3, Subobjeetlve; To re^er to Uli^Qrwfli If elev^yjd* 

Oo1<>T (rir,uj|i) 

1. Coiitdct provld«r who will 

■tlMmiostj P iin<j S I' And S 

2. Make appQlntmemt i\H dnM A R find A 

3. ^Followup to conf inn ' 

'kept appolntiiiDtvt s 

4. Followup examinees K 
not making or keoplna appointments s s 

4fl, Note action In record P . i» 



Additional consents, . 

*Th1s s'ubobjectlve npplles to those physicians who do not treat HBP In the! 
• * % 



0? 




DENriSTRY 



Functioft 3. Subobjective: To refer' to diagnosis If eldvat:ed ' ' 

(A - Assist C * Co'nsMlt ^ N * Nor^e , p - Perfom. "R - Refer S - SMpervlse) 

Activities Setting A Setting B Set ting C 

. (Salo) (CHC) '<H5?prt:c. 

1. Contact provider who win ' ^ 

diagnose , , . , P an^ S ; ' S and R P and S . . 



) 



*2; Make appointment ^ : \ P:,rancf A; • « : - R^and A R and A 

**3. Followup tQ confirm ' V " - . < . , 

kept appointment ' / ' P ' ; * S ^ ' ^. .p.and S 

***4. Followup examinees . ^''^ 

a> not making or keeping ^ ^ . ' y • 

• appointments . N ,A A and 

.4a. Note, action In record P P p 



Additional comments. 

■ ^. ■ ■ • ' k , ^ 

standard Procedures are needed f^r emergencies. 



M5 



.6 



* Dentist must have developed' organizational and4^hd1v1dual relationships with alccepting ^jrovlders 
** Perform or supervise when pdtlent returns to 4ental off Ice after: time during which referral or consuUifitt 
physician should have seerf the patient. ^- ' /.^ -» * ' Uu. 

*** Review compliance with HBP referral -as noted In the record. 



NURSINQ 



• AFunctloni./ Subobjectlve! To refer to diagnosis If elevated \ 

- ' (Aj! :A*8lit C I'Coniult N ■ None P - perform R m Refer S ■ Supervise) 



Activities 



^ 1. , Contact provider who will . 
diagnose ^ 

Z, Make- appointment 

*3. Followup 'to confirm 
kept appointment 

*4. Followup examinees 

not making or keeping appointments 

4a. Note action In record 



Setting A 
(CHC) ■' 

S and P 
S and P 



S and P 

S and P 
S and P 



Settin g D 
(Hosp. 



P 
S 



P 
P 



Setting C 
(Hbsp. ER)" 



S 

S 

R and C 

R and C 
P 



Setting D 



P and S 
P,R and A 



P 
P 



additional comments and questions for discussion. 
*Hofi'p1tal Inpatient services: nurses should refer and^onsQlt. 



J/ 
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OS 



OPTOMETRY 



* ■ 



function 3. ;' Suhobjectlva; To refer fco diagnosis If elevated 

(A • Aiilst C •« Coniult N." Nont , P « Pirfonn R Refer 



Activities* 



1 , Contact provider who w1 1^ 
diagnose . v. 

2,. Make appointment 

3,|^ Folloviup to "^confirm '\ 
kept appointment' / 



V 

\ J 



4.- Followup examlrtees 

no;fe^iftak1rig or* keeping appointments 



4a, Note action in record 



1 *» V 



-tfeio'r 

P and S ^ 
P.R and A 

P 



f . \ 



l(?rou|j)' * 
P 

P and S. 

P , • 

S 
P 



S «• Supervlie). 

Sat tiny c 



P and S 
P and S 

N 

' S 
P 



f : 

—9 



- V 
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RHAHMACY . , ' 

\ ' .' ' ... . . 

Function 3, Subobjectlvei To refer to dIflanpsN If ilevated • 
(A * AiMit C «• ConiuU N « Non« P * Hrfam R - |itf«r s * SupttrviKi) 







- SettlM a 










\ 1 nu « ) 


(Chain) 


(rbsp, } 


rciic) 


1. 


Contact provider' who will 












diaonose 


*P or S 


s 

"1 or 


P or S 


P or S 


2, 




\ 




(routinely) 


(routinely) 


Make appointment 


I'.R and A " 


P.H and A 


P and S 


P and S 




Followup to confirm 












kept appolntinent 


p** 




I'** and S 


• P** and S 


4. 


Fbtlowup examinees ' ' 










4«. 


not ma k;(ng or keeping appointments 


N 


N 


S, anf/ p' 


. S Apii V 


Note action In record 


P 


P 


S and P 






S and P 



Perceived barriers. 

Settings A and of- Lack of pharmacist's control over followup. 
Setting C - ^Avallabll Ity of staff when needed'. 

**Only in life-threatening situations. v 



ERIC 



1 ( \ h 



\ 



-I 



I. Cotvt4c:t (ii'ovldar whu will 

J» Followup to cdnflnn 
k«pt appointment 

4, Followup tixiim1na<^|i 

not nidklncj or k««|)1nu ttppolntni^nt?* 

4a, Not« action In record 



i%M mi A 



A 



H <ttul A 
l> ami S 



10.3 



il|i|«^tlv.. f« Mm^Humm •iM l.Htl*i.« ^^M*^t Ui»i*|iy ru* lAmu^ltl^ 



Hi»r«^*#i t^.m tmuLi^Hi i t riH »M#Miiia«<i ^tt^uifiM^ 

H«r«.i«i« r^^ ruMUMMO l 4 ^^u.^mln^ txuiutumm 

|)#irormin^ fiWMU ton 0-4 



^lut li«H |,uovt4«i.t i«tUvnnt lilntioy 

- l*Afel«nt Hintory 

•*Th« m«aio«l history ahuuLit iU>nMli4t of A«^y ^uevtoua 
hUtory of Httl» or Ltn tr««tim»nt, r h«i itii<i hl i t h 
control pill* or oth«r !uuiiteM»«ii, o^rdliiu or r«nAl 
^ <tliitt«ii«, »trokfi, ami othur unritlovn^oular ri«k 
factors, inoludlng *tiAb«t«s, olgar^ttti unu^kiny, 
hl<}h suit int«k«, ilpi<t «bnormalltl««-, or family 
history of high bloo<l praaaurs or ita complicat ion« . 
A history of w«akh«i8a, muscla cramps, and polyuria 
suggests furthar scrasning for aldostsronism. A 
history of apiapdes of headaches, palpitations, 
excasslva sweating, etc., suggests further study 
for pheochromocytoma." 



*Report of the Joint N ational Committea on Detection. Evaluation, and 
Treatment of High Blood Pressure , op. cltT 
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4l^uU i^iii mm UiMNi m^m^. 



a« 4ii#liii^iuti of Urn m^im 

m mmixr Labor At^vtry *Vmi$tm 

nmmmlinm lahbmtory t;*«ti Li«t«4 ImXo^ ilujuhl bn abt«iii#4 

# urtnuiysii for protein, bl<Hx1l* «tul gluoo«« (<liy#tiok) 

« 8«runi potASsluA 

# ilactrocardiograa'* 

••Oth^r tmmtm which may b« helpful laolu<3Ui « ch««t X-r«y» 
blood Au^ar, MruBi oholMtarpl, wmx\m uric «o|d^ 
mioroacopic urinAlysi«# And blood count. (Mihiiwil co«t 
to th« patitnt can «oMtiiM« hm «c|ii«v*d by ordering 
«utoiwit#d blood ch#mistiriM») Cll^^oal jud^nt or 
Abnormal finding* obtAinAd during tViA routine AvaluAtion 
&Ay AuggAAt othar tA«tA# Auch aa An intrAvanouA urogrAm 
And urinAry CAtAOholAminAA*'* 




< 
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- Special Stuaiea (i«h«n indibatad) * 

o. Providar with auffloiant and dooumantad'^infonaation 
naka dlagnoala 



Actlvitiaa ■' ■ ^ ' 

aa Ctonduot jpatlanfc inteivtsw .(hiptory) ^ 

ba /fixamlna fundi ^\ r ' ' . " 

Ca Examine heart " , ' 

d. Examina parlparal pulses . 

a* Obtain basic studies 

t. Reooghlze findings thatvsuggest testing for 
secondary forms of hypertension 

ga Order and obtain basic studies 



MkoiCINE 



Function 4. Subobjectlve: To take patient history andxonduct pbys1<:a1 and lab tests 

U ■ Assist C • Consult M • None P « Perform R » Refer S « Supervise) / 

■■^i • - . ... ./ 

^ . ' ' ■ . ' ■ .-^ . ' 

Activities ' Setting A Setting B Setting C Setflng D 

. V , ^ . (Solo) (Group) ^ . (CHC) ■ " (Hpsp. 6PD) 

\ *■ ■ . .5 

1. Conduct-^patlent ^ ^ 

• Interview (history) - * f P and S S>nd P S and P '. ^ S and P 

2. Examine fundi P and S „ S and P S and P S and P 

..... .... (',' • A" 

3. Examine heart ' P and S S and P ' S and P ' S and P 

4. Examine peripheral 

pulses P and S S amd P S and P S and P 

5. Recognize findings that 
suggest secondary forms 

of hypertension P and S \ S and P ^ S and P S and P 



Additional conmients. 

Physicians who treat HBP should perform subobjectlves 4-7 In accord with JNC guidelines. Continuity of care 
should be. provided as patient progresses through diagnosis and treatment functions. 



/ 
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^DENTISTRY . ^ 



Function 4. Su<)object1ve: To take patient history and conduct physical and lab tests ' = 

(A - Assist C • Consult ^ N - None P'i Perform R - Refer S - Supervise) 

. Activities _ Setting ' Setting B . Setting C 

• — (Solo) (CHd) V (Hosp. B.C.^ 



!• . Conduct patim^ 



Perceived barrier^. i 

Dentists' training regarding pulse viz BP and Secondary HBP causes, 



N N 



intertriew (history) * ' p S and P ' P 

2. Examine fundi ^ |i| 

3. Exainliie heart / n 

4. Examine peri phei^al ^ - , 
pulses ^ ' ^ /p 

5. Recognize findings that . ' ' 
suggest secwidary forms i - 
of hypertension 



S . . P 

P and R ' : rV: ' ; >; and R 



r 



^ MllRSfNG ' . - 



Function 4. Stibobjectlve: To take patient history and cpnduct physical and\1ab tests. 

<A ■ Assist C « Consult H - None P ^ Perfomh R - Refer S * Supervise) 

, • . ' " \ " ' " .J' • < . 

J Activities Setting A Setting B Setting C Setting D 

, tCHC) ^ (Hosp, OPD) ' (Ho$p. ER) ; \ [ymi 



1. Conduct patient 

interview (history) \ - P,A and S * P and;A P'and A, P cind A 

2. Examine fundi • ' - ;/ / ^ \ N* ; ; N* N* 

3. - Examine heart ' ^ W ^ ' N* [ N* / .K^ 



leral ' ^ 



Examine periphera.. ^ 
pulses > \. ^ • P^and S N* - N* <i N* 



5. Recognize. findings that , 

suggest secondary forms , 

of hyperten4ion^ ^ • ^ : . ' . N* ^ ^ N* and R- . N* ,aTid r; 



Additional comments; «^ 



, *Extended role nDrse may have a role-in some settings. ' This must be defined. 
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OPTOMETRY 

K 



Function 4, Subobjective: To take patient history^ and conduct physical and lab tests 



(A ■ Assist C ■ Consult N ■ None P • Perform R - Refer S « Supervise) 



Aqtlvltles 



1. Conduct patient 
interview (history). 

2. Examine fundi 

-3. Examine heart 

4. Examine pel^ipheral 
. pulses * 

• 5. Recognize findings that 
suggest secondary forms 
of hypertension 



Setti-ng A 

is- 



.trt\Q i 
iolo)' 



P 

" P 
P and R 



Setting B 
(Group) 



Settin g C 
(HMO) 




\ 



erIg 



1 o ^ 



/ 



1 ' ^- 



*, . ' . PHARMACY 

■ I ' ' ' ' ' : ' 

Function 4^ Subobjectlve: To take peitlent history and conduct physical and lab- tests 
' (A • Assfst C ■ Consult M'« None ,P ■ Porforn R ■ Refer S - Supervise) 

" Activities Setting A - Setting B Setting C ' Setting B 

/ ^ (Ind.) (Chain) Hpsp. ) . (CHC) 

1. Conduct patient ' . - 

Interview (history) ^ , P P ' *P *P 

• ' ~ (Drug hx only) (Drug hx only) 

- . 2. Examine fundi ' N N N 

3. Examine heart N - Jf * N N 

.■■ \ i , _ ; - . ■ s . ■ . . ' 

4. Examine peripheral " 
§ pujses V - N N . . N ' . 
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5V Recognize findings that 

* rsuggest secondary forms , V 

of hypertension N * . ^ R \ . R*^ 

Additional convnents. v 

''^Only a cMnlcal pharmacist would take 3uch a. history In accord with Institutional rules. A clinical 
pharmacist may provide consultation regarding drugs taken by patient and any significant probable Impact ^ 
^ on lab test results. lib 



PODIATRY 



Function 4., JubobJ^rtiye: To me patient history ,nd conduct%s1cal and lab tests ■ 

(A - Assist C Consult N - Npne P - Perf cm R - Refer s . SMpervise) 



Activitier 



1. Conduct patient 
interview (history) 

2. Examjne fur*di 

3. Examine heart 

4. Examine peripheral 
pulses. 

5. Recognize findings that 
suggest' secondary forms 
of hypertension 



Setting A 
(Solo) 



P 
N 
N 



3 * 



P and'R 



Setting B 



S and P 



N 
N 



Setting C 
(Hosp.) 



P 

N- 
N 



P and R 



4. Additional RacoBBWindations 



Th« task forca racommands that avary patient ba guaranteed contin- 
uity of cara from diagnosis through tharapy and maintananca, and 
that madlcal racord*-kaaping be maintained in a manner supportive 
of care continuity. 



-I. -1. c» 
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Function C-5 — Subobj active, To evaluate and diagnose correctly 
^' TriggajftB ^ 

Completion of studies and history of function C-4 
2. ' , Outcoaiei y 

a^PatiQri^ : ~ ^ .\ - 

Patient with information regarding findings and an under- 
standing regarding: 

- Seriousness of high blood pressure 

- Lifelong natixre of high blood pressure 

Possible consequences of not treating high blood . 
•pressCire 

- Importance of medication 

- Importance of filling prescr^tion 

- Importance ^of taking medicigte as prescribed 
• Importance of reporting si^Jeffects 

- Asymptomatic nature of h4^Blood pressure 

- importance of keeping su»|^t appointments 

- Other factors 

be Data 

- Recorded diagnosis regarding high blood pressure 

■ ^- ■ ^ \ 

- Notes of information provided to eije patient regarding 
the diagnosis 

c. Provider 

Provider with defendable diagnosis regarding high blood 
pre8^ure . ^ 

3. Activities 

^ a. Interpret basic studies 

be Interpret special studies 

Ce Evaluate findings and diagnose ^ 

de Explain lifelong nature of high blood pressure control to 
patient with a diagnosis of high blood pressure 

. ■ ■ - i ■ ■ 
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Function's. Subobjectlve: Evaluate and diagnose correctly 



(A - Assist 

Activities. 



C « Consult N - None P 

Setting A 



1. Interpret basic studies 

2a Order and Interpret 
special studies 

3. Evaluate findings 
and diagnose 

4. Explain finding's and 
nature of HBP control 
to patient 



>etting 

lioTtr 

P 



P 
P 



Perform R <■ Refer S ■ Supervise) 



Setti ng B 
(Group) 

p' 

P 

P 

S and P 



Setting C 
(cfic) 

P 
P 
P 



Setting D 
(Hosp. OPD) 

S and P 
S and P 
S and P 



DENTISTRY 



Function s. Subobjeqtive: Evaluate hhd diagnose correctly 

(A " Assllt C ■ Consult N * None P ■ Perfjm 



— Activities Setting A 

, {Soioj ■ 

1., Interpret basic studies N 

2. Order and interpret 

special studies N 

3. .Evaluate findings 

and diagnose N 

4. Explain findings and 
nature of HBP control 

to patient m 



NURSING 



00 



Function 5, Subofcrjectlve: Evaluate and diagnose correctly 

(A • Anlst C ■ Consult M ■ Nona P ■ Ptrform R ■ Refer S - Supervise) 



Activities 



1. Interpret basic studies 

2. Order and Interpret 
special studies 

3. Evaluate findings 
and diagnose 

*4. Explain findings and 
nature of HBP control 
to patient 



Setting A 

mi 



A • 



Setting B 
(Kosp. OPD) 

A 



Setting C 
(Hbsp. Ih) 



A 
A 



P and A 



P and A 



P and A 



Setting D 
P and R 
A and R 



Additional comnents and questions for discussion. 

*Should the nurse have prior permission from the physician prior to performing this task? 
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OPTOHETRY 



Punction 8. SubobJ((ct1v«: Ev«lu«t« iind (l1«Qnos,n;corrwt1y 

(A • Afilit C ■ Coniult N • Nont P ■ Ptrfomi R * Rtftr 



ActlvUlM 



}, interpret basic studies 

2. Order* and Interpret 
special studies 

3. Evaluate findings 
and diagnose 

4. Explain findings and 
nature of HBP control 
to patient 



N 
N 



SjeUlm 
(Group 



B 



roup) 



H 
H 



S " SuptrylM) 

N 
N 

N' 



id 

ERIC 
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Functions. Subobjcctlvai EvAlu<it« (tnd dlflgn^i* Gorrtctly 

(A • Aiilit C " ConiuU N «• Nont P > Ptrform R •* Rtftr S • Suptrvlsa) 

Ac MyltiM S^t^^A S|^jj.ij^fl.^B S|^M^C ^ff^J^ 



1. Interpret basic studies N N S and A* C and A* 

2. Order and Interpret 

special studies N N C and A* C and A* 

**3. Evaluate findings 

and diagnose N N C and A c and A 

4i Explain findings and 
nature of HBP control 

to patient N N P P 



Additional cofranents and questions for discussion. 
* Drug studies only. 

^'^Consult on evaluation of findings related to drug history. No diagnosis activity should be performed by 
the pharmacists. Computer profiling support systems are useful In this regard. 

Counsel has reservation about any pharmacist role In this activity. 



PODIATRY 



runetlon 8. SuboWecllvej Ivaludtd and d1«gnaa« correctly 

(A • Aialtt C « ConiuU N • Nont P • Ptrform R • Rtftr S « SuptrviM) 



H H 



♦1. InUrprot baiic itudles N 

*2. Ordtr and lnt«rpr«t 

iptclftl studlfs !^ ) N N N 

*3. Evaluatf firKHnfli 

and diagnose h N 

*4. Explain findings and 

nature of HBP control N N N 



Perceived barriers. 
♦Legal restrictions. 
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aovftdtly) whin 4L«9noiiii« |»iravi4fr ii note «hi Bmm li 6h« 
pr0vi4«r who will mrovldi* tar#iiimin<& 

t<QT|i I* aiAflnoflln^ and truAtlnv prQyi4«r thm smmii tehlii 

funqfelon In not i^|Mro|»rliiU «n4 th# irftatip ihouia pro^t«4 
to funotlon c>«7 lat t oontinuitlon of tht diiciuiflon* 

f^Atlint 

- PutUnt linked with proviaar who will provide traatnwint 
«lm«d At Attaining control of th« jMitl«nt*a HBP 

- Patient who has baan provldad with Information aa to 

tha raapaotlva rolaa of tha dlagnoalng and traatlng provldara 

b« Data 

"* Findinga and dlagnoala from function c~5 

- Tlma and data of Initial appointmant for tharapy 

- Raoord of rafarral mada 
'o« Providar 

- An aooapting providar who haa agraad to traat a patiant 

A rafarring providar who haa communicatad dlagnoatio 
and othar algnifioant information to tha aooapting 
providar 

3. Aotivitiaa 

a« Rafar patiant to providar %^o will traat HBP 

b« Oonf irm that rafarrad patiant kaap appointmant 

o. Followp rafarrad patiant who did not kaap appointmant 
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MIDieiNI 



IsoTo" Wmr imr mipTM) 

2. ElUbllih tkkltr to 

followup rtftrrah P and S S and C A.S and C • S and C 



3. Followup r«f «rr«d 
pAtlttnts who did not 

''•P***'* P S and C S and C S and C 



1 no 

J. >-> M 



~ """"^ "m" w 

t, i\m%r to 

fotlowup rtfermU N n n 

3. PoUowup referred 
P4t1«nti Mho did not 

report - N A o 
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Function 6. Subobjectlve: To refer to therapy 

(A - Assist C « Consult N « None P « Ferforn R - Refer S - Supervise) 



Actlvltl es 



1. Refer patient 

2. EsXbll&h tickler to 
followui^ referrals 

3. Followup referred 
patients who did not 
report 



Setting A 
^ (CMC) 

A,P and S 



S and P 



S and P 



Setting B 
(Hosp. OPD) 

P and A 



P and A 



Setting C 
(Hosp. ER) 

P and A 



S and P 



Setting D 
(VNA) 



Additional comnents. 
Hospital -Inpatient 

1. Refer Patient P and A 

2. €stabl1sh Tickler R and N , 

3. Followup referred N (In hospitals that provide followup, this would then become the RN's^ 
patients who did responsibility 

not report 



ERIC 
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OPTOMETRY 



Function 6. Subobjectlve: To refer to therapy 

(A • Assist C • Consult N - None P « Perform R - Refer S » Supervise) 



Activities 



1. Refer patient. 

2. Establish tickler to 
followup referrals 

3. Followup referred 
patients who did not 
report 



Setting A 
(Solo) 

N 



Setting B 
(Group) 

N 



N 



Setting C 
(HMO) 

N 
N 
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PHARMACY 

Func^on 6. Subobjectlve: To refer to therapy 

* Assist C ■ Consult N ■ None P « Perform R » Refer S » Supervtsj) 

Activities Setting A Setting B Setting C • Setting D 

^ (Ind.) (Chain) (Hosp.) (CHC) 

1. Refer patient N N P p 

2. Establish tickler to 

followup referrals N W P p 

3. Followup referred 
patients who did not 

•^eport N N ^ P D 
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function It. Subobjective: To refer to therapy ' 

(A - Assist C - Consult N - None P - Perform, R > Refer S - Sujiervlse) 



Activities 



1. Refer patient 

2. Establish tickler to 
foil owup referrals 

3. Foil owup referred 
patients who did not 
report 



A 



Setting A 
(Solo) 

N 



Setting B 
(CMC) " 

P arid A 

< - ■ ■ 



SettinqX 
TRospTT 



p. 

N 

P" \ 
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Function C->7 ~ Subobjeotivet To initiate therapy 

1. Triggers 

a. Referral from provider performing functions 05 and C-6 

when that provider ia different from the provider who will/ 
perform function C-7 

Diagnosis of HBP in function C-S if the same provider is 
performing function C-5 (diagnose) and function C-7 (initiate 
therapy) 

2. Outcomes 

a. Patient 

- A patient-provider agreed upon teurget blood pressure 

- Patient with initial commitment to adhere to recommended 
therapy and adjunctive measures 

b. Data * . 
y ) - Patient-provider agreed upon target blood pressure 

- Treatment plan, including prescribed medication, other 
measures 

- Return visit schedule during period of HBP control 

attainment 

c. Provider 

- Provider with a treatment plan for attaining teirget 
blood pressure 

3. Activities 

a. Educate patient re: HBP and its complications, importance 
of therapy, potential COTipliance difficulties 

b. Set goal for blood pressure reduction 

c. Develop treatment plan (e^g,, stepped C£u:e) 

\- 

d. Recommei^ adjunctive measures (e.g., salt intake reduction, 
weight «TOss, exercise) 

e. .Begin progreun to alleviate pathogenic psychosocial stress 

f. Identify behavioral aids (e.g., biofeedback, meditation, etc.) 
9« Prescribe medication >f ■ 

h. Handle high blood pressure emergencies 

97 
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Function 7. Subobjective: To Initiate therapy 

(A^p^ Assist C • Consult N • None P « Perform R « Refer S « Supervise) 



Activities 



1. Set goal for BP reduction 

2. Develop treatment plan 
(e.g., stepped rare) 

3. Educate patient re: HBP, 
its complications, impor- 
tance of therapy, potential 
compliance difficulties 

4. Recommend adjunctive 
measures 

5. Help alleviate pathogenic 
psychosocial stress 

"6. Identify behavioral aids 
(e.g. , biofeedback, 
meditation, etc.) 

7. Handle BHP emergencies 

8. Prescribe medication 



Setting A 



p 

P and C 



P and S 
P and C 
R 

R 

P,S and A 

I p 



Setting B 
ii( Group) 

1 

I P ■ 

f ■■ 

:v' 

P and C 

I and S 
P and C 



; R 



1' P: a(id S 



If 



Setting C 
(CHC) 

C,P and S 
S,P and C 



A,P and S 
S,P and C 
P.R.S and C 

C.R.P and S 
S,P and S 



Setting D 
(Hosp. 0P5) 

P 

P and C 



P and S 
P and C 
R 

ti 

P and S 
P 
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DENTISTRY 

Function 7. Subobjectlve: To Initiate therapy 

(A ■ Assist C <• Consult N ■ Hone P • Perform R « Refer S «• Supervise) 

Activities Setting A , Setting B Setting C 

(Soio) my (Hosp. B.C.) 

1. Set goal for BP reduction N N - N 

2. Develop treatment plan 

V (e.g. , stepped care) N N N 

3. Educate patient re: HBP, 

« Its complications, Impor- . . - 

tance of therapy, potential 

compliance difficulties A A N 

4. Recommend adjunctive 

measures N N N 

5. Help alleviate pathogenic 

psychosocial stress N A N 

6. Identify behavjoral 'aids 
(e.g. , blofeedbajck, 

meditation, etc.) N N N - 

*7. Handle BHP emergencies R and A R and A \ R and A 

8. Prescribe medication N N N 

Pence Ived barriers. 
Dentists' training re HBP emergencies. 
Additional comments. 

*The group considered alternatives to R and A In HBP emergencies but. concluded that referral to a source of 
care and assistance In contacting that source was all that was appropriate and possible. 
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Function 7. Subobjective: To initiate therapy 

(A ■ Assist C - Consult N - None P - Perform R - Refer s - Supervise) 

l^ctUHies Setting A ' SettingB Setting C Setting 

(CHC) (Hosp. OPD) (Hosp. It?) (vitA) 

1. Set goal for BP reduction A 

2. Develop treatment plan 
(e.g., stepped' care) A 



A A ' A 

AAA 



3. Educate patient re: HBP, 
its complications, impor- * 
tance of therapy, potential 

compliance difficulties S,P,A and R P,A and R P,A and R P * 

4. Recommend adjunctive 

"^^^^^res P and A P and A P and A P • 

5. Help alleviate pathogenic 

psychosocial stress S,P,A and R^ P,A and R P,A and R A and R 

6. Identify behavioral aids 
(e.g. , biofeedback, 

meditation, etc.) ^ P,R and A R and A R and A R and A 

7. Handle BHP emergencies A,C and R A A • R and A 
^ ^ J- 8. Prescribe medication • N N N N 

Additional corrments. 

Instances the entrance of the visiting nurse will occur at a later phase rather than at the initial 

Q pRaSe* 

ERIC 
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OPTOMETRY 

f 

Function 7, Subobjective: To initiate therapy 

(A ■ Assist C ■ Consult N ■ None P ■ Perfons R • Refer 

Actlvitie^ Setting A Setting B Setting C 

-(Solo) (Group) (HMO) 

!• Set goal for BP reduction N , N N 

2; Develop treatment plan 

(e.g., stepped care) N • N N 

3. Educate patient re: HBP, 
its complications, impor- 
tance of therapy, potential 

compliance difficulties A A A 

Recommend adjunctive 

measaures N N N 

Help alleviate pathogenic 

psychosocial stress N A A 

Identify behavioral aids y 
(e.g., biofeedback, v 

meditation, etc. ) N N N 

Handle BHP lemergencles R and A P P 

Prescribe medication. N N N 
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Function 7. Subobjectlve: To initiate therapy 

(A ■ Assist C, ■ Consult N ■ Hone P ■ Perform R ■ Refer S ■ Supervise) 

Activities Setting A Setting B Setting C* Setting D* 

f * (Ind.) (Chain) (Hosp.) (CHC) 

1. Set goal for BP reduction N N . A and C A and C 

2. Develop treatment plan . 

(e.g.. stepped care) N N A and C A and C 

3. Educate patient re: HBP, 

its complications, impor- •' ' 

tance of therapy, potential 

compliance difficulties ' A A . P,A and C P,A and C 

4. Recommend adjunctive ^ 

measures N N A and C A and C 

5. Help alleviate pathogenic 

, psychosocial stress N N R R 

6. Identify behavioral aids 
"(•(e.g., biofeedback, . 

meditation, etc.) / N M R R 



J[/<3 7. Handle BHP emergencies R and A R and A A,C and R A,C and R 

■/ . • ■ ■ ■ 

8. Prescribe medication C C A and C A and C 

Additional omnents. 



♦Clinical pharmacist may be given role as part of health care team, Irt a given Institution, 



Function 7 i ' SMbobjectlve; To Initiate therapy 

(A ■ Aisift C ■ Consult N ■ None P ■ Perfonu R - Refer 

— Activities Setting A Setting B 

(Solo) (CHd) 

}. Set goal for BP reduction N N 

2. Develop treatment plan 

(e.g. , stepped care) . N N 

3. Educate pa tient're: HBP, 

its complications, impor- ^ 
tance of therapy, potential 

compliance difficulties A A 

Recoimiend adjunctive 

measures N N 

Help alleviate pathogenic / 

psychosocial stress N A 

Identify behavljOral aids 
(e.g. , biofeedback, * 

meditation, etfc.) N N 

Han<lle|frp emei»gencies / R and A R and A 

Prescribe medication , N A 



Additional Raoominandatlong 



The taak force recoounende that phyaloian aaaiatantB and nurae 
praotltlonara not ba parmlttad to preacriba medication for high 
blood praaaure control without a j^hyalcian'a approval and where 
atatea permit the preacrlptlon of druga by NP'a and PA' a, thoae 
laws or regulatlona should be revised to ba oonslatant with this 
recoimnandatlon. ^ 
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fw^qt:j^yn ^ "'i eubobjtotlvti fill Arug jMPMovlptlon 
e nrMQtiptlon from praaorlblng provldtv ^ 

Fatl«nt with filled pr^florlptlon that I0 oonilstant 
with picaforlblng providar^a ordara and affloaoloua drug 
tharapy for HBP 

-* Patient with underatanding of how to ocMi^ly with drug 
tharapy and tha Importanca of continuing oomplloanoa 



Data 



Praaorlption record (date, drugCa) dlapenaed, doae# 
achedule, quantity, refill date, patient name and addreaai 
presorlber'a information) \ 



- Medication hiatory for legend and nonlegend druga, < 
drug aenaltivltiea , allergies r^r'^^:?i 



Reminder datea- for next refill 
b* Provider 



Provider who has dispensed medication ln\flbcordancS^Vrit^* ' 
prescribing provider's orders and ef ficacloui^j^ti^ ^he/iii^^ 



for HBP 
3. Activities 



a* Consider possible drug Interactions' ' 
b* Consider adverse reactions J 



Consider efficacy of drugs 



A- 




d* Fill and record prescription 

e* Instruct patient 

« f* Establish or update medication ^^^ords 

g* Estedslish followup date w^th pat^el 




^ .1 



,J Function 8v^ ; S^^^^^ 

; '(A ■ Atslit ' C> Consult N • Nona P ■ Perform R • Refer S ■ Supervise) 

:./:^^ ^ c ^^^ytt1es §ett1 ng A SettlngB, Setting C S etting D 

■ ■[ (soiol (GroupT IcflCy^ (Hb'iproPl) 

' .1. Consider pofslbie V 

, ^ drug#1nterac:4:1ons^^^^^^^ P p P and A 



P 

S and P 
P 

;v ; 4v«'' C^^^ p p P.A and C P 



V ^ yWtruci > S and P Sand P S.P and A 

J, > V 3« Cons1<ler,adyerse^y^^ P p P and A 



S and P S and P S and P 



- . ' ; . 7.', Es^bllsh foT'lowup date 

v^>V. V • .Jf^^ P P PandS 



-.x^, 



S and P 



\v f Oij upgent or emergency basis only, and then only In accord with state laws, regarding labeling. As a 
. • .g.?neral rjjle. physMdans should avoid dispensing medications for long-term' use. ^ 



M**Inc:ludes nurses not«s. 
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Function 8, Subobjectlvtj To fll] pmcirlption 

(A « Aiilit C " ConiuU N " Nonfl P « 



1, 

2. 
3. 
4. 
5. 
6. 
7. 



Consider possible 
drug Interaction^ 

Instruct patient 

Consider adverse reactions 

Consider efficacy of drugs 

Dispense medication 

Establish medication records 



iSoloT** 



N 
N 
N 
N 
N 
N 



Establish foV.low-up date 
' with pat1i(;nt ' _ 

. - .. _^ ^ j _ - 



I' 
t. 

; I 



11 



R » Rtftr S • SupirvlM) 



Set t1 mi C 

(iroip. u,c. ) 



\ 



V 



A 
A 
A 
N 
N 
A 



N 
H 
N 
N 
N 
N 



Dentist has no way 6f knowing about prescribed drugs the patient >1s taking. 
Additional comments. 

Although the dentist has no Involvement In this function, the dentist may review and Instruct patients 
reg'arding drugs related to dental treatment. The dentist should document his or her record with regard 
to drugs administered by the dentist. Dental drug history form should be, signed as a legal precaution. 
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Function 8, SMbobJact1v«! To fill prMcHption 

(A • Aiilit c • Coniult N • Nont p 1 HrUm R • Rofor Si • SufttrviM) 



1. Contldor possible 
drug 1nt«fict1ons 

2. Instruct patient 

3. Consider adverse reactions 

4. Consider efficacy of drugs 
Dispense medication 
Establish medication records 



5. 
6. 
7. 



Establish followup date 
with patient^ 



&m 



c 

P and S 
P and C* 

A 

N 

N 



C 
P 

P and C* 
A 
N 
N 



C 
P 

P and C* 
A 
N 
N 

N 



P 
P 

P and C* 
P 
N 
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Additional comments. 

* If no other professionals are available. 
**Nurses should document only. 
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fune tf on «, SM(}obJ«(;Mvi; To fill prescription 

^ (A • Atilit C • Canittlt N • mm P • Hffam R « Rtftr 



Consider posistble 
drug Interactions 

Instruct fwtlent 

Consider Adverse reactions 

Consider efficacy of drugs 

Dispense medication 

Establish medication records 

Establish followup date 
with patient 




S 



A 



oTo] 

N 
N 
N 
N 
N 
N 



Toroup) 
N 

N and A 
N and A 

H 

H 

N 



H 

N and A 
N 
N 
N 

N 
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1 rn 

JL V* o 



a 



(A • Aiilit C • eoniuU N « mm P * HrHm W • 

:.....,.......,MUhMm..,.. J. : 



I, 

5. 
6. 
7. 



Iriiitt-uct (»<iM(tiit; 

CoHsUlw adviirti^ reactions 

Consider efficacy of druys 

Dispense mwHcatlon 

I s tab 1 1 s h nied 1 ca 1 1 on record s 

Establish followup datu 
with patient 



8. Prepare special dosage forms 



c 
I' 
p 



N 



p 

p 
p 



H 
H 



P 
P 



A 



I' 



Additional cowinents and questions for discussion. 

* Consult with the pbyslclan If there Is concern on the part of the pharmacist. 
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PODIATRY 



Function 8. Subobjective: To fill prescription 

(A « Assist C ■ Consult N « None 



P » Perform R - Refer S » Supervise] 



Activities 



*1. Consider possit^le 
drug interactions , 

2. Instruct patient V 

*3. Consider adverse reactions 

4. Consider efficacy of drugs 

5. Dispense medication 

6. Establish medication records 

7. Establish followup date 
with patient 



Setting A 



>etting 
(Solo) 



N 
N 
N 
N 
N 
N 



Setting B 
(CHC) 



A 
A 
A 
N 
N 

a' 



Setting C 
tHosp.) 



N 
N 
N 
N 
N 
N 



Perceived barriers. 
♦Legal restrictions. 



A. Iha task force reconu^nds that every patient be guaranteed 

continuity o£ care from diagnosis through therapy and mainten- 
ance, and that medical record-keeping be maintained in a 
manner supportive of care continuity. 

b. The task force recommends that private third-party payors 
be encouraged to include antihypertensive medications and 
treatments in their most widely utilized benefits packages. 

c. The task force recommends that the Medicare program be 
expanded to include drug coverage for antihypertensive 
medications* 




Function c^8a • Subobj active: To provide patient services related to 
adjunctive (e.g., weight reduction', exercise, reeduca- 
tion of sodium intake, etc.) and behavioral approaches 
(e.g., relaxation, biofeedback, meditation, etc.) 

1. Trigger 

a. Recommend use of these approaches by the provider managing 
the patient* 8 therapy 

b. Patient initiated, use 

2. Outcomes ^ 

a. Patient ' i- 

- Patient who has been provided with and is using a syst^mr 
atic approach to adopting lifestyle changes or who has ^ 
been linked with a resource that aids in adopting lifestyle 
changes 

- Patient who has been provided with and is using a systematic 
approach to adopting behavioral aids in HBP control or 

who has been linked with a resource that aids in utilizing 
behavioral approaches ^ 

b. Data 

- (Adjunctive factors) Specific performance goals (e.g., 
reduce weight by x percent, reduce sodium intake by y « 
grams per day, engage iq^ an average of z number of minutes 
of exercise per day) that have been adopted by the patient 

-* Compilation of resources and methods to be used in the 
attainment of the adjunctive factors 

- (Behavioral approaches) Specific performance goals 
(e.g., participate in "x" biofeedback learning sessions 
per "T" unit of time) that have been adopted by the 
patient 

Compilation of resources and methods to be used in the 
attainment of the behavioral approaches 

*- Followup dates to assess effectiveness of the approaches 

c. Provider 

Provider who has documented in his/her records the goals, 
the resources to be used and the followup dates ' 
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3* AotivitlM 

a« R0f«r to 80rvlo« 
b« Afrnm on goals 

a. Include family and others In support system 
d« Provide service 
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MEDICINE ^ 
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l3 ' 




Function 8A. Subobjective: To provide other serv1ces'Xe*gv".'diVt^ounsS etc,!' 
(A ' Assist C * Consult N • None P •|Perfoj^^R » ffefer.i^^^ 

Activities Setting A ) ^ Set^ho^^'^'^^ ^ttinti C Se ttinj^ ' 

(CHC) ■ (fl5ipS'.0PD) , : 



1. Refer to service 

2. Agree on goals 

3. Include family and others 
in support system 

4. Provide service 



'7 

JSetting 
^MSbiol 

S and P 

P 



R 



A 

R . 



S and P 
P and C 

A,P and S 
C,R,P and S 



S and P- 



A 
R 



1C6 
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DENTISTRY 



H 
H 

0^ 



Function 8A, Subobjective: To provide other services (e.g., diet counseling, meditation, etc-) 

' (A ■ Assist C « Consult M » None P « Perform R « Refer S » Supervise) 

Activities Setting A Setting B Setting C 

(Solo) (CHC) (Hosp. D.CJ 

!• Refer to service N A N 

2. Agree on goals N N N 

3. Include family and others 

In support system N A A 

*4. Provide service N A A 
Additional comnents. 

' 0 

*Assist in educational activities. Within CHC and hospital, educational aspects should be coordinated and 
communicated within a known and accepted protocol. 
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NURSING 



Function 8A, Subobjective: To provide other services (e.g., diet counseling, meditation, etc.) 

(A * Assist C ■ Consult N ■ None J P ■ Perform R « Refer S - Supervise) 

Activities SetJ^ng A > Setting B Setting C Setting D 

(CHC) (Hosp. Opd) (riosp. ER) (VNA) 

1. Refer to service P,S and C P - p p 

2. Agree on goals P and C P t P p. 

3. Include family and others 

in support system P,S and C P p p 

4. Provide service P and C P P p 



Additional conments. 

The school systems should include education regarding HBP in grades 1-12. 



:4 
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OPTOMETRY 



Function 8A, Subobjective: To provide other services (e.g. . diet'counseling. meditation', etc.) 

N » None P = Perform R » Refer S » Supervise) 



(A - Assist C - Consult 

Activities 



Setting A 



>etti ng 
(Solo) 



1 . Refer to service 

2. Agree on goals 

3. Include family and others 
in support system 

4. Provide service 



N 
N 

N 

N 



Setting B 
(Group) 

R,P and C 

A 

P,R and C 
and C 



Setting C 
(HMO) 

R 

R 



R 
R 



1 r'O 
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\ PHARMACY 



Function 8A. Subobjecti ve: To provide other services (e.g., diet counseling, meditation, etc.) 

(A » Assist C • Consult N ■ None P « Perform R « Refer S « Supervise) ^ 



Activities 



1 • Refer to service 

2. Agree on goals 

3. Include family and others 
in support system 

4. Provide service 



Additional comnents. 

*Clinical pharmacist would be involved as member of health care team. 



Spttina A 
(Ind.) 


(Chain) 


oettinQ t 
(Hosp. ) 


bettinq D 
(CHC) 


N 


N 


A* 


. A* 


N 


N 


A* 


A* 


N 


N 


A* 


A* 


N 


N 


A* 


A* 
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PODIATRY 



Function 8A. Subobjective: To provide other services (e.g. , <f 
(A - Assist C - Consult N - None P - Perfi 



Activities 



1. Refer to service 

2. Agree on goals 

3., Include family and others 
in support system 

4. Prpyide service 



Setting A 
(Solo) 

- N 

N 

N 
N 




eling, meditation, etc.) 
}• Refer .S ■ Supervise) 



Setting B Setting C 



(CHC) 
A 
N 

A 

A~ 



(Hosp.) 
N 



A 
A 



% ' 
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4* Mditlonal RaooiMMndatlc^na 



4< .r*> 



, Th« taak fora« r«aoanMnda -that. th« nutrltfibn*! pK^gramjl iini^i 
praotlo*. of Inatltuttona faadlng Urga ooffi^ntrktlona of " (, 
blaoka, auch aa panal, mantal, garlatrAo, adti^atjAna]. and ' t, 
military faciUtlaa, ba avaluatad for thair oompatibility yS^ft 
high blood praaaura control raooomand^ltloiia andoraad by tha 



NBHPTE. 



■ -..^f■■ - ^ ■, .f^-:,'^"- 
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The taak foroa concur a in the atatemont on the role of dietary 
management approved by the National High Blood Pr as sure Education Program 
Coordinating Committee, published in March 1979. The special reoommandationa 

; contained in the atfitement, vhich were prepared^for phyaioiana and other 

iprov^-dera, are as fol^owai 

■ , ' - Weight reduction should be routinely considered in the 

treatment of overweight borderline hypertensives, both 
for ita potential in lowering blood pressure and for 
its general hiaalth benefita. 

V - Practitioners should encourage weight reduction for the 

obdse hypertensive patient Und, if blood pressure ia ' ; ; 
reduced to and maintained at normal levels, it should ^; 
be used as definitive therapy. 

,s - For overweight patients who experience significant side 

effects from drugs, weight reduction should be considered 
as adjunctive theraj^y to help reduce drug dosage. 

- Persons with a family history of hypertension should aWid 
excessive weight gain and reduce if overweight. 

- Prevention or control of obesity in the young should be regarded 
as having positive health benefits^and as a pbssible p^^^ 

step for hypertension. ' ^ \/ 

- . Practitioners should recommend a gradual Weight loss over. time. 
. " ■ Drastic weight ibias and fad dieting should disdouraged. 

Practitioners recommending weight reduction should seek to 
identify a regimen that incorporates realistic goals for 
' each overweight hypertensive. Practitioners should ensure^ 
that adequate dietzury informatiorv^ia provided. ' 

- Research into the mechanisms relating to body weight and 
tension should be pursued. 

- Efforts should be continued and expanded to improve patient 
education and nutrition, to improve dietary counseling for weight 

. reduction, and to improve motivational techniques for adherence 
• ^ to diet therapy. ' . 

- A CAVEAT: The goal of weight reduction in hypertension therapy 
iB to aCower blood pressure to normal or near normal levels. If 
reduced caloric intake does not achieve weight loss adequate 

^^rug tJherapy should be used. 




r- 



«• R«ooiBrofnda tlon« for ao<Uum Intak* 

" »*»d«r«t« ■o41um r««triqtloji •hould U routinely Pon«id«r«d «■ 
m posalbla alaiMnt in th« tir««tfl|«nt of «H hysMxrtsnilVM. 

- Pr«otitlon«r« Bhould •nooura^a aodlum raatriotion, and If blood 
praaaura la raduoad to and malnUlnad at normal lavala, it ^ 
ahould ba uaad aa duflnltlva tharapy. 

- For patlanta who axparlanoa aignlflaant alda affaota from druga, 
aodlum reatrlotlon ahould ba oonaldarad aa adjunotlva tharapy 
to halp raduoa drug dpaagaa or Inoraaa^ drug affloaoy. 

- Paraona with a famll^|iMlatory of hypartanalon ahould )t>a 
anaouragad to raatrlot aodlum Intaka. 

- Praotltlonara reooomanding aodlum raatrlotlon - ahould Indlcata 

^ ! apaolflo dlata appropirlata to aach patlant'a condition and llfa- 

style and ahould anaure that the diet la explained aatlaf actor Hy. 

- Labeling of aodlum content in f coda ahould be encouraged and 
^ . thrf davelofnent of labeling regulatipna ahould be aupported. 

- Research on the role of aodlum in the etiology and treatment of 
hypertension ahould be pursued. 

- Bf forts ahould be continued and expanded to improve patient 

education in dietary 80dlu»»: intake and to improve motivational 
techniques for long-term adherence to diet therapy. 



" .A^^"^"^' ^'^^ aodlum restriction in hypertension 

W*^^ ^* to lower blood pressure to nomial. orinear normal 
levels. If sodium restriction does not achieve 'this goal, 
adequate drug therapy should be used. 
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Funotion C-9 — Subobj«otivt.i (P«ti«nt) to follow throusfh jf|,tt» th«r*py 



1.. yrl^q^ra > ^ 

CompUtlon of funaiipns C-7 (provldar initiation of th«rftpy)# 
. C-8 (ptfbvldar fiUi^ of pra«arlptlon) , C-8a (proviaion of 
additional abrVloijaf ^ \ 

' * ' ' .. , " . . ' 

This function ia .performed by the patient 

2. Otttoomea ^ 
a» Patient 

- Patient who is complying with drug regimen a^ presoribed 

-r • patient is adhering to lifestyle changes reconunended 
by tiia provider 

wj^ite^'™^.^?"*^^^ any 
""^use pf teli^ylOTalVa^ 



|d by patient of 
ier 



frgari'lai^feion's records or notes on 




FMnction 9. •^iiboWedHve; (Patient)' To fo 
' (A • Afslst C ■ Coniult N 

" :^|B'med1c«t1on' 

' ' ' '■V.'-.V / -'. 

2. Change elements of 
11fes;ty[1e \ 

3. Follow behavioral 
approaches a& aids 

^ In qontrol 




ughr with therapy as prescribed a , • J 

^-t; P • Parfonn R • Refer S • Supervise) 

Sotting. A. Setting B Setting C Set ting D 

(Solo) (Group) . (CHCj^ (IFspTOPD) 



R and A 



A 
A 



A and S 
R,A and C 



A 

r 

A 



A and R 



A and R 



C,A and R 



A and R 



ISl 

' 1 



DENTISTRY 



Function 9. Subobjectlve: (Patient) To fotjow through with therapy «s prescribed 

, {km Asslit C i» CoMult H#|lion« P ■ Pertorw R • Ref«r S ■ Supervise) 



Activities 



Setting A 



*1. Take medication 

2. Change elements of 
lifestyle 

3. Follow>ehav1oral 
approaches as aids 
In control 



etting 
rSoToT 



A 
N 



Setting B 

(ciier 



N 



Setting C 
(HospTDTc.) 



N 



Additional conments. 

♦Reinforce patient regarding the Impd^tanqe of compliance. 



<»ii' , 



COMMENT: The group, felt many dentists could be motivated to assist In this activity. Also, no mandated 
system Would w6rk tn solo practice. A remunerjl1:1on mechanic might encourage mass Involvement 
of dentists. , '"' ■ ' 



NURSINQ 



Function 9, SubobJefitlvej (Patient) To fo Moil' through with therapy as prescribed 

(A - Aislst c « Coniult N - Mono P . Hrfom R • Refer S - Supervise) 

-' ' - ' W ,W 

1. Take medication s and a q a c . « 

.' ^ . s and A S and A s and A 

'2, Change eleiiients of 

lifestyle - S and A 



3. Follow behavioral 
approaches as aids 

in control . S and A 



R and A R and A R and A 

R.A and S R.A and S ' A* 



OPTOMITRY 

runction 9, $ubobJiGt1v«; <t»«t1ent) To follow through with therapy as prescribed 

(A • Aisiit C ■ Consult N * Hont F • Ptrforji R • Rtf*** S Supirvlw) 

* » * * 

1. Take madkatlon A A A 

2* Ch«ng« alements of 



lifestyle N N N 

3. Follow behavioral > 

approaches as aids \^ - 

In control '""n » A A 

■ J- 
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PHARMACY 



Function 9. SubobJtctlvtJ (Patltnt) To follow throuth wUh th«riwf ii prwcHbid 



J^SlJxliUl.^^.. 1^ ipjjaJ 

1, Tako ni«d1cat1on A • A " A 

^2. Chungt e1mi«nts of 

3. Follow bohavloral 
approaches as aids 

In control u 



R 




iir; ■ ■■ 



2, iliWfiHt af 



In curitfol 



A 
A 

N 



N ,W 



ERIC- 




MICROCOPY RESOLUTION TEST CHART 
NATIONAL BUREAU OF STANDARDS 

STANDARD REFERENCE MATERIAL 1010a 

(ANSI and ISO TEST CHART No. 2) 



Additional 'imoomiMindatlonM 



Th« taak foraa Ktaoaunanda that greater rao/gnition and ut'Uiakion 
ba mada of profaaalonala trained aa health educator a tho are \ 
not clinioiana. ' j ^ • . \ 



Such health eduoatora may be of aignificant value in planning 
and implementing prograraa to encourage patient adherence to 
antihypertenaive regimena^ Such efforta ahould be ' coordinated 
oloaely with phyaicians who are managing the^;hypei:ten8ive patients. 



/ 

/ 
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rm^otlon C-lb — flubobj«qtlv«i Ito monitor pvMOrlbid tharapy 

; P«riodi9 foUowup •noountaif* (patient inltl^^Ud or pjrovidtt 

itJitiatsd) * / / " . ' 

a. Outooma / * , • 

a» Patiant 

~ Patient who haai baen a^aaaaad; ragArding layal of cobpll- 
anoai artioulatad known raaaonf for nonaoi&pUanaai baan 
givan rainforcamant for oompli^noai baan oounaalad on 
' Ufa long natura, of blood praaaura control an4 othar 

appropriate mattera 

b- Data / 
Blood p^esaure reading(B} va. goal blood praaaur^ . 



-i Reaulta of followup phyaical exam and laboratory teata 
Level of oomplianoe md reasona for noncompliance 
c. Provider 

Provider with def endable. basia for continuing or modifying 
therapy program 

3- Aotivities ^ . 

a. Organize return visita j^ogram 

V ' b.' Ascertain side effects problems ^ - 

c. Measure blood pressure for progress toward goal ( 

d. Conduct followp history/physical - 

e. Help pat4.ent to improve compliance . 
f • Ascertain resolution of psychosocial stress 

g. Followup on dropouts and fadeouts 

h. Counsel patient on distinction between "control" and "cure" 

i. Counsel patient on diatinction between "nervous tension" 
; and hypertension 



■ is I ■ 
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MEDICINE 



Functiort lO,, Subpbjecitive: To^ monitor prescribed therapy /V 
, . (A^« Asslit C • Coniult N - None P » Perform R m Refer S - Supervise) p ' 



Activities 



1. Organize return 
visits program 

Ascertain side effects 
problems 

3. Measure BP for progress 
toward goal 



Setting A 

(Sol Pi 


Setting, D ' 
, (Group) ' 


SfettlngC 


Setting p 
(Rosp.'M) 


S and P 


S and P 


S and P 


- S and P 


S and P 


S and P 


S,P and A 


S and P 


P and S 


P and S 


P and S 


P and S 


P and S 


P afid ,S 


A,P and S 


P and S 


S and A 


A 


R,A,S and F, 


A 


A andjj p • 


A and R 


C,A,R and P 


A and R 


A 

N ■ 




R and S , 




P and S 




V A and P . 


P ^ '- ' 



y - 4: iConduct followut) 
/ history/physical 

: 5. Help patient to 
. improve compliance 

\ • ■ • 

j6.' , Ascertain resolution of 
. psychosocial stress 

7. Followup on dropouts 
and fadeouts 

8. Counsel patient on distinction 
\ between "control" and "cure" 

9. Counsel, patient on distinction . ' 
'between "nervous tension" and 

• • hypertension - - . P and S ' ^ and s P.A and S P and S 

' • « . ' ' ■ 

•ERIC . . ■ 1D3 



DENTISTRY 



Function to. SubobJectlve! To liwnltor pre^qrlbed tfierapy 

' (A f,vAii1st . C • qoniulV N^None" P • Parform, R * Reiter 



1. Organize? return ' 
visits program 

2. " Ascertalp side effects 
/ problems 

. ^' ■ ■■ ^ ■ 

3'. Measure W for progressive 
; 1^ toward goal - ' 

4:\ iCpnduct t^llowu^ 
'. irti story/ physical • 



5- 

6/ 

7. 

8. 

9. 



. liJelp patient to 
s 1nf|ifov,e compHanc^K 

[)Sj|cm)soc1al stress 



As 



FofjIovjiMp.^on dfooputs ' 
'arrd t^tdea^ts j 

Counsel patietfit, on distinction 
between ;€Oii4rol" and "cure" 

> , 'J *■ . 

Counsel patient on distinction • 
between "nervous tension" and 
hypertension . • * 



Sattitig A 

"llotoP"" 





Sott'lnji II 



N 
A 
A 

N . 
A , 
N 

A* 
A 



S M Super 

(Ifosp*. 
N 
I A 
A< 
.N 
A 
N 
A 
A 
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Function 10. SuboWiCtlvts To monitor prticrlbed thernoy 

(A • Aifltt C • GonttiU M • Nont F • Ptrfofi R « Rtftr $ • SuptrvlM) 

. , . ^.Uxtyii.., ,. ■ •' ' ' 



*1. Organlie r§turn 
v1 I Its program 

?. Ascertain sido of facta 
problems 

.3* Mffiiuro BP for progress 
toward goal 

4, Conduct followu 



Conduct followup rn's P(h1«t) 
history/physical . NP's P(h1st) 



5. Help patient to - 
Improve compliance 

6^ Ascertain resolution of 
; psychosocial stres^ 

**7. ' FotTowup bn dropouts 
anrf' fadeouts , ' 



Counsel patient on distlnbtlon 
between "control" and "cure" 



9.if QgunseV pa 
"^bftween % 
hyMrten# 




Jtlnctlon, 
on" and 



Addittonjl'cennientsr - ' ^ 
^ HosBlial ^inpatient » NiiKeiSupervlsesX 
, **Hos|j1t*l Inpatient - Nurse has, no r<^>«^ 



S.A and P 



.■ ■ ■ < </ 




Setting D 



P 



P and A 



. jS4 and P * p and S 

■AJphyslcalj, S P(h). A(p) , B(h), A(p) 
.Piphyslcal). s 'P}b). p!H : piJij: p};j 



P and R 



-y R- 



■r 

P and- R : ' P and R 



r: 



S,A. Mn44 , ( P' / s and .P 
P V - - ■ S^and P 



P and A <per> MO order. 
P and A (per MO order 



P and R 
P and R 

P 

P 



•i,laUR!^ R and P. S and P f i p 

J>***Hos|^tal^ Inpatient "nurse performs 
, ' • ' The rolft of the extended role nurse (activity 4; • 

. V , "NP^s") Is yet to i)e fully determined, 



OETOMKTRY 



^ Function 10'. SMhoWet^tlner To wrUor pf4!ii3rMbet1 ^^^^^^ 

(A • Aiili* ' C « ^^MuVt N * Mont » P * Nrform R « Rtfir § * Sup«fv1if] 



K 0rg4n lie return m ' . 
vltUi program^ 

2. Ascertain ^Ide elfactn 
prpbletim 

'3; Koasure BP for progress 
toward cjodi 

4« Conduct followup 
history/physical 

5. Help patient to 
Improve compliance 

6. Ascertain resolution of 
psychosocial stress 

Followup on dropouts* 
and fadeouts 

8. ^ Counsel patient on distinction 

between control" and ^^cure" 

9. Counsel bail ent on distinction 
between - nervous tension" and 
hypertension * 

ERIC 



N 

A mi K • 



H 
N 
N 



1 n^-' 



Sat Mm h 
(Group) 



N 
H 

A and V 
N 

A and P 
A 
A 
A 



N 

» 

N 
A 
N 

A and P 
A 
A 
N 



^4 



. ' • PHARMACY 

fun«M«n 10, Suhoy«ct1vi! To inqnUor prescribed thi»r«p^ 

(A • Aillll C • C«niuVt • Hm% P « mUm H * mUr S • Supervlit) 

}. Ortj««fi« return / 



probletwsr- A arul i: A 4 ml C 



I'* I'*. 



1, Measure BP for pruyresii 
4. 'Coruluct foUwui) 

^ hHtory/physlcdl N . N P* p* 



5. (Icflp patient to\ 

Improve otMiipl lan^;t! I« p p* 

6. Ascertain resolution of 
psychosocial stres;!, N " N 



P* . P* 

p* p* 



/. Followup on tlropouts\ 

and fadeouts N N 

8. Counsel patient on distinction 

between "control" and "d(jre" p P p* 

^ 9. Counsel pdtient on tlistinetlon 
between ''nervous, tensipn" and 

hypertension P ^ ^ p P* 

Additional corwients. 

♦Involvement of clinical pharmacist will depend upon policies and procedures of the Institution, It is 
possible that In some Institutions, the clinical pharmacist might be mponslble for monftorlnq a group 
of patients, - , j ^ 



P* 



p* 



4. Conduct follawui} 
hUtory/phyiilciil 

!i. Help ()iitl<>tit to 
Improve compH^mft 

6. A!ic»rt«1n. ro^olutlon of 
p!iychc)$oclAl strata 

7. Followup on dropoutH 
and fadeouts 

8. Counsel pdtlant on dUtlnctton 
^ b«twif#n ''con tr^)!" And \ur^'' 

9. Counsel patient on distinction 
between **nervous tension'* and 
hypertension 



N 

N 



H 
A 
A 
N 
A 
N 
A 
A 



H 
A 



N 
A 
A 
A 
A 



1 



* 



2; 
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Function C^'H^ ^- Subobj active : To adjust therapy (as determined) 

^" 

1» Triggers 

a* Unaccepi:able side effects 

• _ *• V , ■ 

b. Clinical indications 
2* Outcomes • ' ^ , * 

a*' Patient \ . \ 

- Patient with;, controlled blood pressure consistent 

with initial or adjusted goal, an acceptable level of 
^ side effects, and reduced probability of complications 
of HBP 

b. Date \ 

*■ 

-* Adjusted blood pressure goal 
-* Adjusted treatment plan 
^ — Adjusted return visit schftdule 
3 . Activities ' ^ 

^ a* Adjust drug dosage 

b* Obtain adjunctive lifestyle changes 
c«. Establish follomp date and method 



/ 
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^ ' MEDICINE 

Function 11. .SubobJective\ , To adjust therapy (as desirable) 

(A - Assist C - Consult N ■ None P • Perform R • Refer S ■ Supervise) / 

' Activities , Setting A Setting B Setting C Jetting D 



etting a setting b setting c / getting P 
(Solo) (^oup) . (CHC) |(Hosp. OPD) 



1. Adjust drug dosage ' • P and C ^'and C P.S and C ^ and C 

' - ■ ■ ' . . \ ^ 

2. Encourage and support 
adjunctive lifestyle 

changes , A and R A and R A.P.C and R A and R 



3. bstabllsh followup 

date and method P and G P and C P.A.S and C P and C 
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DENTISTRY - 



Function 11. Subobjective: lo adjust therapy (as desirable) 

(A -Assist C ■ Consult N * None P - Perfonh R » Refer S / Supervise) 



Activities Setting A ^ Setting B ' Setttflg 

-V' ^ . ^ (Snlnl (CHC) (Hosp. 6 



1. Adjust drug dosage' ° ' R N- ' 

2. Encourage and support . ^ ' 

. adjunctive lifestyle ' " 
changes . . * » N ' N " N 

3. Establish followup ' . ' 
date and method • . H r ; . N " N 



(Hosp. D.C. ) 
* N 



. ft' 



NURSING 



\ 



Function n. Subobjective: To adjust therapy (as desirable) ; . ^ 

, (A ■ Assist C ■ Consult N ■ None ' JC * Per^m R ■ R^er S ■ Supervise) 



Activities' 



1. Adjust drug dosage*' 

2. Encourage and support 
• adjunctive lifestyle 

. changes 



Setting A 

(ciic) . 

N 



*3\^ Establish folldwu 
date dnd method ' 



|»,A dnd C 
'P.S and A 



aetting B 
(Hosp. OPD)- 

N** 



P and R 

P , 



Setting C 
(HpspTERj 



P and R 
S and P' 

■ 6- 



Additional comments. . 
* Hospital -Iripat tent = nurse refers and '<ibrisu Its. 



**ExWded role nurse , may have a role' In some settings, this must be defined. 



Setting 
(VNA) 



ERIC 2 06. 
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■ OPTOMETRY 

t y ■ ■ ■ • 

^nction 11. Subobjective: To adjust therapy (as desirable) 

<A - Assist C - Consult N - None p . Perform R -Refer 

-^,-Mhmh,___ Setting A SetUngB 

tSolo) (Groupr 

1. ^djust drug dosage * 1^ N 

2; Encourage and support 

adjunctive lifestyle "* ' . ^ v 

changes „ 

3. Establish followup 

d^ate and ^thod r * N N 

. ' ' ■ . ' ' . " ■ ! '3-1 ■ 



* ^ ' i PHARMACY 



Function 11. \Subobject1ve: To adjust therapy fas dejia'able) - ' 
\( A - Assist C ■ Consult N • None ?<• Perform R - Refer S » Supervise) 



4 



Activities . Setting A . Setting B Setting C Setting D 

|/ , / QiJd J (Chain) (Hosp.) (CHt ) 

1/ Adja|i dri/g dosage ^ R ;^ r > P or C* * P or C* 



if 



EhGprage and support . . 

altdUnctive lifestyle 

flanges N N ' P or C* . P or C* 



?>;?€^-^^^^'date and niethod 



* ' " N 4 N P or C* P or C* 



comment? • 

♦Dependent upon latitude given by the/ institution, a clinical pharmacist may be assigned some of these 
responsibilites as a member of a hjealth care team. 



f ■ . 

PODIATRY 



Function 11. Subobjectlv^: To adjust therapy (as deslriable) 

(A ■ Assist C ■ Consult M • None P » Perform R » Refer S - Supervise) 

ActLv ities Setting A , Setting B Setting X 

. (Hosp.) 



>ettlng A Settin 

(Solo) * 'jm) 

Adjust drug dosage R N N 

Encourage and support " 
adjunctive lifestyle / 



changes N ^ N ' N. - 

Establish followup 

date and method . . N N ^ Vn 
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Addl1:lonal Raoojanridatlona 



a. The task force raoommends that physlolan aaalstants and 
nuraa praotitioners not be pemittad to praacriba madicatibn 
for high blood praaaura control without a phyalolan*a approval 
and whara atataa parmlt tha praacrlptlon of drugs by NP!s 

and pa's, those lawa or regulations should be revised to be 
consistent with this reccoflnendatlon. \ 

b. The task force reccomends that high blood pressure patients 
In the black community being serviced by nurse practitioners 
and physician assistants be required to be seen by a physician 

' at least once a year. 



\ 




Malnf nanoa Functlong 



Objeotivat To continue correct therapy on patients who start therapy 
rimotlon M''12 — Subobjectlves To continue to fill prescription 

1. Trigger 

a* Patient has exhausted supply 
b. Refill date has arrived 

c« Prescribing provider has modified drug regimen and has 
issued a new prescription 

2. Outcomes 

a • Patient 

- Patient with filled prescription that is consistent 
with prescribing provider's orders and efficacious drug 
therapy for HBP 

* Patient with understanding of how to comply with drug 
therapy and the importance of continuing compliance 

b. Data 

- Prescription record (date, drug(s) dispensed, dose, 
schedule, quantity, refill date, patient name and address, 
prescriber*s information) 

-> Medication history for legend and nonlegend drugs, 
drug sensitivity, allergies 

- Reminder dates for next refill 

h 

c. Provider 

* Provider who has dispensed medication in accordance 
with prescribing provider '^N^orders and efficacious druc( 
therapy for HBPy 

3. Activities 

a« Consider possible drug interactions 

b. Consider adverse reactions 

c. Consider efficacy of drugs 

^ d. Dispense medication and record prescription 



9 1 ^^148 
^ w 



Instruct patient 

Bstabllsh or update medication records 
Establish followup date with patient 



/ 
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MEDICINE 



Function 12. Subobjective: To continue to fill prescription 

(A - Assist C - Consult N « None P " Perform R - Refer S - Supervise) 



H 
O 



Activities 



Setting A 



netting 



Setting B 
(Group) 



Setting C 
(CMC) 



Se tting D 
(Hoip. OPD) 



1 


uonsioer possiDie n 
drug Interactions 


P 


P 


P and C 


P 


2. 


Instruct patient 


. S and P 


S and P 


S.C.A and P 


S and P 


3. 


* • 

Consider adverse reactions 


P 


P 


P and C 


P 


4. 


Consider efficacy of drugs 


P 


P 


P and C 


P 


*5. 


[dispense medication 


P 


P 


P 


P 


**6. 


Establish medi elation records 

■ ■ . , \ ■ ■ , 


S and P 


S and P 


3 and P 


S and P 


7. 


Establish followup date 
with patient 


P 


P 


P and S 


P 



Additional comments. 
* 



On urgent or emergency basis only and then only in accord with state laws regarding labeling. As a general 
rule, Physicians should avoid dispensing medications for long-term use. ' 

**Includes nurses notes. 
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DENTISTRY 



Function 12. Subobjectlve: To contirtue to fill prescription 

(A ■ A«i1it C ■ Coniult N ■ None P ■ Perform R - Refer S ■ Supervise) 

Activities Setting A* Settin g B Setting C 

■ (Solol "W) (HoipfO . ) 

/ 

1, Consider possible 

drug Interactions* ^ N A N 

2, I nstruc't patient N A N 
3« Consider adverse reactions • • N A N 
4^ Consider efficacy of drugs N 0^ A N 



t! 5. Dispense medication N ^ N N 

6. Establish medication records N ^A N 

7. Establish foil owup date * 

with patient N A N 

Additional conments. 

^Although the dentist has no Involvement In this function, the dentist may review and Instruct patients regarding 
drugs related to dental treatment. The dentist should document his or her record with regard to drugs adminis- 
tered by dentist. Dental drug history form should be signed as legal precaution. 
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NURSING 



M 



Junction 12. Subobjective: To contlniie to fill prescription 

N ■ Nont P * Ptrfonn R - Rtfar S f Suptrvlst) 



(A • Aiilit C » Consult 

Activities 



1. Consider possible 
drug interactions 

2. Instruct patient 

3. Consider adverse reactions 

4. Consider efficacy of drugs • 

5. Dispense medication 

6. Establish medication records 

7. Establish flollowup date 
with patient 

» 

Additional comments. 

* If no other professionals are available. 
**Nurses should document pnly. 



Setting A 
(CHC) 

C and R 
P 

P and C* 
A 
N 
N 

C.R and S 



Setting B 
(Hosp. Dpd 



) 



C 

P 

P and C* 
A 
N- 
N 

N 



Setting C 
(Kosp. IRT 



, C 
P 

P and C* 
A 
N 
N 

N 



Se tting 
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OPTOMETRY 



Function 12. Subobjuctivo: To continue to fill prescription 

(A ■ Aniit C - Coniult N • Mont ■ Ptrforw R m R«fir s - SuptrvlM) 

/^Mties Settjpq A , \ Setting D Setting C 

1. Consider possible 

drug Interactions N N N 

2. Instruct patient N A A- 

3. Consider adverse reactions N N N 

4. Consider efficacy of drugs / ^ ^ A 

5. Dispense medication N N N 

6. Establish medication records N I) N 

7. Establish fonowup date 

with patient N N N 
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Function 12,^ Subob^ictlve; To continue to fin pr«9crk)t1on 

(A « Aitltt C«> Coniult N »'Nont P « Parform 



R • Rlftr S - SuparviM) 



.Activities 



1. 

2. 
*3. 
**4. 

' 5. 
6. 
7, 

.8. 



Consider possible 
drug interactions . 

Instruct petient 

Consider adver^ reaaj^ions 



Consider efficacy ^ f^9^ 
Dispense medicat1t)n / 



Establish medication records 



Establish followup date 
with patient 



Prepare special dosage j forms 




Tfna'?f? 



p 
p 
c 
p 
p 
p 

N 
N 



/ 



SjmingB 

p 
p 
c 
p 

p 
p 



\ 

N 



? 



SettiM.C 
(HospT)"' 



P 
P 
P 
P 

p 
p 

P 
P 



Settino D 



P 
P 
P 
P 
P 
P 

P 
P 



Additional comments. ,| V"" 

* Consult with the physicllin i^' tifee is concern on the part of th^ pharmacist. 

■ ^ 

**l!Ilfl!!'r?!j^ilcrHf®^'^^^^2jH^ r^*^P^^ sources and physician doesn't require a particular 
pharmacist must dispeflseicflWtak ^ ^ v ^^ 



brand. 
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Function 12. SuboyatHlva; Tq contlnuti to fill fn'Mdiiptlcin 

(A « Afltit C « ConiuU N « NoRi P « Nffom <R « Rtftr $ « SMptfvlM) 

- - • W** W 

1. Consider pomlblfl 

<|rug U\t«r«ctlon* N A N 

2. Instruct patient / N A N 

3. Consider adverse re|<:tlons ' N A N 

4. Consider efficacy of drugs N A - SlAib 

5. tHspense medication N A - N 

6. Establish medication records NAN 

7. Establish foUowup date 

with patient N A N 



o 
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JNMllliftt* « 

»»• •Mf«n4«4 to lnalu4« 4raf dov«««« fat •ii*4hy|»«r«i«n«4v« 



X56 



< « tiiiiiii 

Hj^^aHMh ui t4^^%in^ lif#(i%yl« cih#ti^«ii ai wlio 

- INI^i^nt h#« bimii |>iravi4«4 with mul i« uiiia^ nyntiAm^itiu 
«|i|»rimuh to i4^i|^tin^ l3mh«viai«l •Uln in HHP tmiitrol »ii wNi 
run* hmmn iloKii4 with raiouiimg that' *i4 in utiii«ing 

b* \Mtm 

- ( j vino t/f auto til) ipnoifio p«r|oriiiAna« <joal« r^duo* 
w«iS|ht n p4ita«nt# rii4ad« «o4ium intake by y gramA p«t 
4*y, ttnaA^^ Irt An iiv«)CA<|# of i nombtK; o* minut«« of •x^roiiMi 
pmt 4ay) thut hAV«i b«#n *dopt«4 by th« (i«ti«nt 

- CompiUtion of r«iioiu'a«M mnd m«t)l04i to b# u«#4 in thm 
«ttiitnm«nt of thm pmttotmmncm yo«l« 

- (B#h«vioral «ppro«oh««) ip#oiflo p^rformano* go«l« 
(t.g,, participate In ••x** biof«#db«ok Uarnin^ ■••«ion« 
par "T** unit of tima) that hava baan adoptad by tha 
patlant 

Compilation of raaoarcaa and mathoda to ba uaad in tha 
attainmant of tha parformanca goala 

- Followup dataa to aaaaas af factlvanaa« of tha approaohaa 

c. Provider 

Provider who has documented In hla/her records the 
goals, tha reaourcea to be used and tha followup dates 
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HEOICINE 



Function 12A. Subobjectlve: To continue to provide patient services related to adjunctive measures and 

behavsl^ral approaches 



(A - Assist C - Consult N 

Activities 



None P ■ Perform R ■ Refer S ■ Supervise) 



1. yCefer to service 

2. Agree on goals 

3. Include family and others 
In support system 

4. Provide service 



Setting A 
(Solo) 

S and P 

P 

A 
R 



Setting B 
(Group) 

S and P 

P 

A 

R ^ 



Setting C 
(CHC) 

S and P 

P and C 

A,P and S 
C.R.P and S 



Setting P . 
(Hosp. OPD) 

S and P 

P 

A 

R 



22 S 
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DENTISTRY 



Function ,2A. Su.„bJ«t,ve: J-.»J<™e^tb^prov«e p,t,e„t services related to adjunctive measures and 
(A . Assist C - Consult N - None P - Perform R - Refer s « Supervise) 



Activities 



Refer to service 

Agree on goals 

Include family and others 
in support system 

Provide service 



Setting A 
(Solo) 

N 

N 



N 
N 



Setting B 
"(CHC) 

A 

N 



A 
A 



Setting C 
(Hosp. D.C. ) 

N 

N 



A 
A 



dditional comments. ' 

Assist in educational activities, 
known and accepted protocol . 



Within CHC and hospital, educational aspects should be coordinated within 
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NURSING 



Function 12A. Subobjective: To continue to provide patient services related to adjunctive measures and 

behavioral approaches 
(A ■ Assist C ■ Consult N - None P ■ Perform R ■ Refer S » Supervise) 



Activities 



1. 

2. 
3. 



Refer to service 

Agree on goals 

Include family and others 
in support system 



H. Provide service 



Setting A 
(CHC) 

P,S and C 

P and C 

P,S and C 
P and C 



Setting B 
(Hosp. dPD) 

p 
p 

p 
p 



Setting C 
(Hosp. IR) 

P 

P 

P 
P 



Setti ng D 
(VNA) 

P 
P 



r he school systOTs should education regarding HBP in grades lrl2;. 



Of ^ 
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OPTOMETRY 

Function 12A. Subobjectlve: To continue to provide patient services related to adjunctive measures and 

behavioral approaches 

(A ■ Assist C • Consult N ■ None P ■ Perfom R « Refer S " Supervise) 



Activities Setting A Setting B Setting C 

(Solo) (Group) (HMO) 

1. Refer to service ^ N R.P and C ' R 

2. Agree on goal s N ^ A 

3. Include family and others 

in support system N. P.R and C R 

4. Provide service N P.R and C R 



PHARMACY 



Function 12A. Subobjective: ' To continue to provide patient services related to adjunctive jneasures and 

behavioral approaches '^—^ 
(A « Assist C - Consult N « None 



Activities 



P • Perfom R - Refer S - Supervise) 



1 . Refer to service 

2. Agree on goals 

3. Include family and others 
In support system 

4. Provide service 



Setting A 
(tnd.) 

N 

N 

N 
N 



Setting B 
(Chain) 

N 

N 



N 

N 



Setting C 
(Hosp.) 

A* 

A* 

A* 
A* 




Setti ng D 



A* 
A* 



} 
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PODIATRY 



Function 12A Subobjiictive: To continue to provid^titnt services related to adjunctive measures and 

behavioral approaches^- - - 

(A • Assist C • Consult N ^ ^i^pf 'f • Perform R -^efer S • Supervise) 

Activities — / Setting A Setting B Settin g C 

7 (Solo} (tHC) (Hosp!) 

1. Refer to service N A N 

2. Agree on goals * N ' N N 

3. Include family and others ^ 

in support system N A A 

4. Provide service N A A 



Tbm tMk tQXom rMoouMnds that th* nutritional programs and 
praot>*oas of Institutions faadlng larga oonoantratlons ot 
blaoks, suolx as psnal, nsntal, garlatrlo, aduoatlonal and 
alUtary faolUtlas, hm avaXuatad for thalr oonpatlbiUty 
with high blood prassura oontrol racoonandatlons andorsad 
by tha imHPTF. 
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Ftthotion H'-ia — Subobjeotlvet (Patient) To oontlnua to folloir- 
through therapy as reooaiMndied 

It Trlqqera 

Patient* a contlnoing motivation plus activities of providers, 
\ ^ In functions N*-12 (continue to fill prescriptions) # M*-12a 
^continue to provide services related to adjunctive 
measures) 



Outcomss 




Patient 

* Patient who la complying wltA drug regimen as prescribed 

« Patient who la adhering to ]^featyle changes as { 
recommended by the provide] 



- Patient whose HBP controls are being abetted by a 
recommended use of behavioral approaches 

b. Data ^ • 



- Blood pressure measurements obtained by patient or 
family when recommended by the provldfsr 

^ Patient's or service organization's records or notes on: 
adherence to therapy ^ 



* Patient's reasons for noncompliance 



1^ 



Provider 

* Providers who axe reinforcing and assisting patient 
with compliance 



3. Activities 




Taibe medicat^ibn 



b. (^hange eleijtbnts of lifestyle 

c. li^llow behavioral approaches as aids in control 
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' ' ' . MEDICINE 

Function 13, . Subobjective: J^Patlent) To continue to follow through with therapy as prescribed 
(A m Assist t ■ Consult N ■ Non^ P ■ Perfonn R - Refer S - Supervise) 



Activities 



1 • Take medication 

2. Change elements of 
lifestyle 

3. Follow behavioral 
approaches as aids 
in control 



Setting A 
(Solo) 

A 

K and A 
A and R 



Setting B 
(Group) 



S etting C 
(CHC) 



S and A 



Setting D 
(Hosp. QfD) 



A and R 



C,S,A and R A and R 



A 9 
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DENTISTRY 



Function 13. ' Subobjective: (Patient) To continue to follow through with therapy as prescribed 

Hone P ■ Perfom R - Refer S ■ Supervise) 



(A * Assist^ C « Consult N 
Activities 



Setting A 



►etting 
lioToT 



, Take medication 

2. : Change elements of 

lifestyle 

3. Follow behavioral 
approaches as aids 

"In control 



Additional 'connents. 



A 
N 



♦Reinforce patient regarding the importance of compliance. 



Setting B 
(CHC) 

A 

N 



Setting C 
TflospTDTC. ) 

A 

N 



N 



Comment: The group felt many dentists could be motivated to assist in this activity. Also, no mandated system 
would work in solo practice. A remuneration mechanism might encourage mass involvement of dentists. 



2:§ 



211 



ERJC 



NURSING 



runction 13, Subobjective: (Patient) To continue to follow through with therapy as prescribed 
(A - Aisist c - Consult N - Nona P -^Parform R ■ Refer s - Supervise) 



Activities 



i — T 



1. Take medication 

2. Change elements of 
lifestyle 

3. Follow behavioral 
approaches as aids 
in control 



Setting A 

mv ■ 

S and A 
S,A and C 

S and A 



Setting B 
(Hosp. OPO) 

S and A 
R and A 

R,A and S 



SettincLC 
(Hosp. ER) 

S and A 
R and A 

R,A and S 



Se tting D 
S and A 
R and A 



OPTOMETRY 



Function 13. Subobjectlve: (Patient) To contlmi* to follow through with thurapy as proscribed 
(A ■ Assist C " Coniult N » Nont P «• Ptrform R <• R0f«r S » Sup«rv1s«) 



Activities 



1. Take medication 

2. Change elements of 
lifestyle 

3. Follow behavioral 
approaches as aids 
In control 



Setting A 
(SbloT 

A 



Setting B 
(Group) 



Setting C 
(HMO) 

A 
N 



o 
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PHARMACY 

I 

I 

\ 

- ' W W W 

1. Take medication a a 

« A A A 

2. Change elements of 

lifestyle N n N N 

3. Follow behavioral 
approaches as aids 

In control ii u 



i 
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function 13. SMboWtcMvti (PiiMint) To contlmie to foHow through with therapy «s prescrlbwl 

(A • Aiilit C « ConiuU N • Nont P * Nffom R « RaNr S * Suptr^llt) 

J AUxai^.. s^y. s^fl s^t^ 

r, Tak« miKllcatlon A A A 

2. Ch«ng« ftlemnts of 

lifestyle N A N 

3. Follow behavioral 
approaches as aids 

In control N A A 



f 

on UUXon^ untur^ of hlood ^mm^m uontrol 0t»i#r /-^ 

- Bloixl |xr«ii«ur# tm^dinqim) v«i, »joa1 blood ptmmm\xtm 

- H^iiUlta of followup phyiila«l «Kam «n<t Ub<>r«toiry t^iitM 

- L«v«l of oompllano^ ^tut r«4iiflon« of nonaompU«no« 
3. Aqtlviti»< 

mJ QrganiM return viaita program 

b. A«o«rt«in sld« «ff«ottt problama 

0, Maaaura blood pr«aaur« for ptogt^m toward goal 
d. Conduct followup hlatory/phyaical 

Halp patient to improve compllanott 

f. Aacartaln resolution of psychosocial stress 

g. Follovnip on dropouts and fadeouts 

h. Counsel patient on distinction between "control" and "cure- 

1. Counsel patient on distinction between "nervous tension" 
and hypertension 
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I 

— • w 1^)* W (kS'^s) 

I, Orpnlif retwro r 

prot>l«tNi S And P S <in<i l*^ A,S ai^l »» ^ rtml M - 

:i, Htasurt BP for priigt'ess 

4. Conduct followup 

htatory/physlcal l» ami S P and S A, I' anil s p miuI S 

5. M«lp fMitlDnt to jp' 

Improve €ompll«nce S and A A I*. A kikI (, A 

6. Ascertain rosolutlon of 

psychosocial stress A and H A ainl R P> arwl R A and H 

/. Followup on dropouts 

and fadeouts S S A and S 

Q. Counsel pit lent on "^distinction 

between ''control" and "cure*' P and S P A.P nnd S r 

9. Counsel patient on distinction 
between nervous tension*' and 

"hypertension*' P and S P and S P,A and S P and S 

Additional comments. 

Continuity of care should be maintained. 



DENTISTRY 



Function 14. SuboWective: To continue to monitor prescribed therapy 
(A - Assist C - Consult N - None P . Perform R 



Refer s « Supervise) 



Activities " 



Organize return 
visits program. 

Ascertain side effects 
problems 

Measure BP for progress 
toward goal 

Conduct followup 
history/physical 

Help patient to 
improve compliance 

Ascertain resolution of 
psychosocial stress^, 

Followup on dropouts 
and fadebuts 



Counsel patient on distinction 
between "control" and "cure" 

Counsel patient on distinction 
between "nervous. tension" and 
"hypertension" 



Setting A 
(Solo) 



N 

A and R 
P 
N 
P 
N 
N 
P 



Setting B 
(CHC) 



N 
A 

N 
A 
N 
A 
A 



Setting C 
(Hosp. D.C. 



N . 

A 

A 

N 

A 

N 

A 

A^v 
A" ' 
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NURSING 



ctlon 14. 



Subobjective: To continue on monitor prescribed, therapy 
(A « Assist C ■ Consult N « None P - Perform R 



Refer S » Supervise) 



Activities 



. Organize return 
visits program 

Ascertain side effects 
problems 

Measure BP for progress 
toward goal 

/ ■ 

Conduct f6l1owup 
history/pnysical 

Help patient to 
.. Improve compliance 

Ascertain resolution of 
psychosocial stress 

ifollowup on dropouts 
'and fadeouts 



Counsel patient on distinction 
between "control" and "cure" 

Counsel patient on distinction 
between "nervous tension" and 
"hypertension" 



Setting A 
(CHC) 



S 

S and P 
S.P and C 



RN's P(hist), A (pitysical) 
NP's P(hist), P (physical) 



P and R 
R and C 
S and C 
P and C 

C.P and R 



Itional conmeht^, 
ospital inpatient 
ospital inpa-tient 



Setting B 
(Hosp. 6pD) 

S 



P and S 

P(h). A(p) 
P(h). P(p) 



P and R 



R and P 



Setting C 
(Hosp. ER) 



S and P 
P 

P and S 

P(h), A(p) 

P(h), P(p) 

P and R 

R 

S and P 

S and P 

R and P 



Setting D 

-{my 



P 

P 



P and A (per MD 
P and A (per MD 



P and R 
P and R 



order 
order 



2^8 



nurse supervises 
nuir*se has no role 



***'Hospital inpatient - nurse performs 

The role of the extended role nurse(activity 4, 
"NP's^') is yet to be fully defined. 



EKLC 



1^^ 



OPTOMETRY 



Function s. Subobjective: To continue to monitor prescribed therapy 
(A - Assist C ■ Consult N • None p - Perform R 



Refer s " Supervise) 



Activities 



Organize return 
visits program 

Ascertain side effects 
problems 

Measure BP for progress 
toward goal 

Conduct followup 
history/physical 

Help patient to 
improve compliance 

Ascertain resolution of 
psychosocial stress 

Followup on dropouts 
and f;adeouts 

Counsel patient on distinction 
between "control" and "cure" 

Counsel patient on distinction 
between "nervous tension" and 
"hypertension" 



Setting A 
(Solo) 

N 

A and R 
P 
N 
P 
N 
N 
N 

N 



Setting B 
(Gr^P) 

N 

A 

P and A 
N. 
A 
N 
A 
N 



Setting C 
(HMO) 



N 
A 

P and A 
N 
A 
N 
N 
N 

N 
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Function 14. 



9. 

2G0 



Subobjectlve: 
(A > Assist 



To continue to monitor prescribed tKe 
C - Consult M « Hone l*^.Perf( ' 



Activities 



1. Organize return 
visits program 

2. Ascertain side effects 
problems , 

3. Measure BP for progress 
toward goal 

4. Conduct /ollowup 
. . history/physical 

5. Help patient to 
improve compliance 

6. Ascertain resolution of 
psychosocial stress 

7. Followup on dropouts 
and fadeouts 

8. Counsel patient on distinction 
between "control" and "cure" 



Counsel patient on distinction 
between "nervous tension" and 
"hypertension" 



Additional comments. 



"/Settin 




A, 
A and C 
P 
N 
P 
N 
N 
P 



Refjer 

"Setting B 
''(Chain) , 




■./'X. 



A and C 
P' 
N 
P 
N 
N 



Supe>^,1se), 



Setting C 
(HospT) - 



P* 



P* 
P* 
P* 

r 

J p* 

I p* 



Settijnq D 



P* 



P* 



P* 



P* 
P* 
P* 
P* 



ERIC *Involvement of clinical pharmacist will depend upQo policies and procedures of the institution, it is po 
BMBHao that in some institutidns, the clinical pharmacist might be responsible for monitoring a group of patient 
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PODIATRY 



Function 14. Subobjecti ve: To continue to monitor prescribed therapy - ^ 

(A a Assist C » Consult N None P - Perform R = Refer 



Activities 



1. Organize return 
visits program 

2. Ascertain side effects 
problems 

3. Measure BP for progress 
toward goal 

4. Conduct followup 
history/physical 

5. Help patient to 
improve compliance 

6. Ascertain resolution of 
psychosocial stress 

7. Followup on dropouts 
and fadeouts 

8. Counsel patient on distinction 
between "control" and "cure" 

9. Counsel patient on distinction 
between "nervous tension" and 
"hypertension" 



Setting A 



)erting 
(Solo) 



R and A 



2C2 



Setting B 
TCFCT 



A 
A 
N 

A ' & 
A 
A 
A 



S = Supervise) 



Sett ing C 

"THosp. y 



A 
A 
N 
A 



A 
A 



ERIC 



Fimctlon M-15 — Subob j ective : To continue to adjust therapy (as 
desirable) 

1. Trigger 

a. Clinical indications / 

b. Unacceptable side effects \ 

2. Outcomes I 



a • Patient 




Patient with: controlled blood pressure consistent 
with initial or adjusted goalr art acceptable level of 
side effects, and reduced probability of compiicationa 
of HBP 

b. Data 

Adjusted blood pressure goal 

- Adjusted treatment plan 

- Adjusted return visit schedule j 
3. Activities , 

a. Adjust drug dosage 

b. Obtain adjunctive lifestyle changes 

c. Establish followup date and method 



2r '> 




MEDICINE 



Function 15. Subobjectlve: To contii3ue;:to^^i3^ 

(A » Assist C « Co^tt N » None P » Perform R » Refer S = Supervise) 

Activities j Setting A ' Setting B Setting C S etting D 

I (Solo) (Group) (CHC) (Hosp. OPD) 

K Adjust drug dosage _ P and C P and C S,P and C P and C 

2. Encourage and support 

adjunctive 1 ifestyle changes A and R A and R S,A and R A and R 

3. Establish foTlowup' ■ . ' 

date and method P and C . P and C S,P and C P and C 



f 



DENTISTRY 



Function 15, Subobjeetive: To continue to adjust therapy (as desirable) 

(A « Assist C « Consult N » None P Perform R » Refer S » Supervise) 

- \ Activities' 



K Adjust drug dosage 

2, Encourage and support 

adjunctive lifestyle changes 

3- Establish followup 
date and method 



Setting A 



netting 
(Solo) 



Setting B 
(CHC) 



Setting C 
(Hosp. D,C,) 



N 



N 



NURSING 



00 



Function 15. Subobjective: To continue to adjust therapy (as desirable) 

(A « Assist C » Consult N « None P « Perform R » Refer S « Supervise) 

Activities Setting A Setting B Setting C Setting D 

(CHC) (Hosp. 6pD) (Hosp/ ER) (vNA) 

1 . Adjust drug dosage N P P * R x 

Z. Obtain adjunctive • 

lifestyle changes P and C P and R P and R P 

*3. Establish followup 

date and method ^ S,A and P P S and P P 



Additional comments. 

^Hospital inpatient— nurse refers and consults. 



f 
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OPTOMETRY 

Function 15. Subobjectlve: To continue to adjust therapy (as^ 

^ (A Assist C » Consult N » None P » Perl]|^|j^ « Refef ,S» Supervise) 



^ Activities Set ting A * Setting B ' . Setting C 

_ ^ _ (Solo) . (Group) (HHO) • 

!• Adjust drug dosag^ ^ R ; N ^ N 

- ' . / 

2. Encourage and support adjunctive • ' 
lifestyle changes _ N N ^ N 

* ^ ■ / ■ ■ ^ ^ * 

3, Establish followup ' ^ 

date and method N N ti% 



X 



H 
00 
Ui 
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PHARMACY 



/ 
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Function 15. , Subobjective: To continue, to a^jyt|t therapy (as '^e-^lrable) 
r .(A - Assist C ■ Consult N ■ Nortie /P " Perfb|[;tn, R », Refer S » Supervise) 




ERIC 



Activities 



1. . Adjast drug .c(osage ' , 

2.4 Encourage ^pd support adjilrictive 
lifestyle chancres 

3. Establish foil owtip 
date* and method • 



SettlYig :A Setting B 

(INd. ) ' . ,t (Chain) 



Setting C 
'(Hosp.) 



ilflg D 




R 




P or C* , 



P or C* 



P or C* 



P or C* 



Addfitlonal coninents. ^ 1^ * , - . ■ t^^^^^ ^ 

*Dependent upoii; latitude ^tven *y the insti tuti(yh, a fe-li^^^ assigned some of these 

\ responsibilities is^ a member 4^ a heaUti care j^^^ ; /^^^^^^ . • - ^ / 



V. 
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PODIATRY 



( Function 15. Subobjectlve; To continue to adjust therapy desirable) 

(A - Assist C ■ Consult N m None P ■ Perform R • Refer 



Activities 



1. Adjust drug dosage 

2. Obtain adjunctive 
lifesftyTe changes 

V. 

3. Establish foTlowup > 
date and method 



Setting A 
(Solo) 

R 
N 

r 

N 



Setting B 

N 
N 



S " Supervise) 

Setting C 
lospT 

N 



ERIC 



r' 



Addltlonul R<ioonmmndat:^ofia , ' ■ . /'h.' . 

The tMk force reoommenda that phyaician aaaiatanti^^^^ 
nuraa praotitionera not be permitted to preaaribe medioMcin 
for high blood prea aura control without a phyalalan*a approval 
and where atatep perml^the preaorlptlon of druga by NP'a 
and PA'a/ thoa^iiUwa ^ regulatioha should bo ravlaed to be 
,oona^8tenit' with tnla reoommendat Ion. \ 

b. ini^ taak foroja reoom^nda that high blood preaaure patienta 
in the blaok/cortimun/ty being aervloed by nurae praotitionera 
and phyaician aaaiatanta be required to be aeen by a phyaloian 
at least onoe a ye^ar* h . - 




HXQli aiioOD PRBSSURtf EDUCATION l|IHwRp]:< P'ROCESa, \ ^ 



Gommttdftary 6n Providar Kduoation 

^ provider aoghltlve, attitudlnnl ^^ncl behavioral 

''^^/^:T<^tidii\q^m in HBP education and qohtrol that are aonaistent ^ 
■^f '- with the NBHPTF's role conoonsuo atatements 

B* Objectives ' , ^ 

- Contact at least 60 percent of black providers In each 
profession to make available information on the current 
guidelines in HBP education and control as articulated by 

/ * the Joint National Committee on Detection, Evaluation and 
Treatment of Hi^h Blood Pressure . 

- Provide oontinuing education on high blood pressure education and 
control to a substantial percentage of providers who serve black 
patients 

- Provide orientation on NBHPTF recommendations to a $fubstantial 
percentage of black providers in. each profession 

- Provide orientation to a substantial jgdrcent^ge of nonblack 
providers, who serviS black patieriti" (;sfolo 

on th^ professional role recommendations and other applicable 
.positions of the NBHPTF 

C# Some^ Possible mechanisms 

- Re^ional^WJc each black health care prof ess^^pnal 
organization n 

- Regional and loca!S?' interdisciplinary seminaurs ^ » 

>-> ' ' -T. ■ ' 

- Collaboration with continuing eduqatioit programs now offered 

in various local areas ' 

- The auxnual meetings of health care provider organizations 
D» Recommendations • 




See Chapter IV/ Provider Roles Recommendation =j 
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t«ry on Community AwAranaea Y 
Goal 

- Aohiev© bahavloral ohangaa in black oonoumar populationa auch that 
they wllj. maka af Caativa uqqigi of high blood praaauta dataation,. yj 
diagnoaia and treatment ayatama 

Objactives * 4 * 

/ 

- Decrease to its practical minimum the number of blacks .with high 
blood pressure who are not aware of thflilr condition 

♦ ,' 

- Decrease to its practical minimum the number of blaok hypertenaiyea 

who are aware of their condition, but who are. not receiving tre^Ament 

•» > 

C. Some Pogi»^j.bla Mechanisms 

Blaok oriented media campaigns and other public infor^natlon efforts 
tb promote initial detection 

- utilization of national and local opiniQh;;!iif|idera to assist in 
awareness campaigns ■ ''''ii;.^/-'-. - 

- Cooperative efforts with local facilitator <>jtiani%d«iions in 
encouraging follow-through by detected hyp^ij^a^id^dtt^ 

- Cooperative efforts o? individual pirovideir%^ 
in prpmotilng consumer awareness and folljO^r 

RecomniendatTon 

See Chapter IV, Commhityf^l^^ Recommend 
and Health Education Itecc^rfBlB^^ ^''-/'i^' 





iGomm«ntary 6h Bst«bll«hmf|nt and Niiint«nAnoe of community ""Wld« 
CoXlAboratlvt 8y0t<im« 



!!^J^^*^ J^^!??^^ •^?nf>ifia«if^i^^^^^ population atould hav« in 

pi«o«i A ^V^'tem of ooordinatinj^:don0umar aduoation and health paryioai 
^ dalivttty ayatama oomponanta* tha raault ahould ba that total HBP 
aduoatlon and control ayatam dovaraga ia availabla to all hypartan- 
aivasr thair familiea and thair signifi^^fnt othera. ^ 

■ ■■ r 

B» Objaotivaa 

Batabliah and maintain bperationa}. lliikagaa with nonblaok providara 
and institutions serving predominately black populations 

■# 

" Bstabllah and maintain operational linkage^With local and national 
facilitator organizations that can influence black conaumers 
regarding HBP detection and the importance of adherence to treatment 
regimens 

^Establish and maintain appropriate systems of referral and feedback ^ 
that will enable all pr^iders to fulfill their roles in HBP control 

C. Some Possible Mechanisms 

-* Participation by black ^providers and black facilitator organizations ' 
in ekiating community coordipation efforts. Such participatlo]! 
should promote consistency with the^^onsensus posltiona developed 
by the National plack Health Prov^^j^^ Ojask Force -^^^^ 

- Development and cTpe^ration of loc€t^biack--oriented 60^^^ 
■^^'^^f^-: mechanisms in areas where blaok h3||jprtenaj.ves vdb 

access to eataiblished systems^ of c^rd^atioi> and care \3 

if. . ■ . . ■ u- 

D» Recommendations . " 

." . - - ^^. 

- See Chapter IV, Community Kducabibn ItecartmiendaMo/i^.f^'' 



CH^fTBR IV* ' RycOMMff^PATIOM^ OM WjflQI^VIM^ J^ftRIff^R^^ ICyggCTIVg HIGH 

Th« davalopmtnt pt com^nnm on feh© propoiKeid tolmn of blAok health 
oavm j)rovi4tr« In high bloodi prtioaura aontecoi r«ijpr«ii«int«i4 an Important 
Aap«at of NBHFTf'i work. An aquaUy impojffeanfe a«ptot wan fcht idtnttfloa- 
tion of jpotantlal barrltti to •fCnotive high biooa pra»aur«i education 
and control among black Amarioanat Tha taak force wae charged with s 
developing euggeeted methode for neutralising or overoomlng these barr;jLerfl« 

In developing theae reqo<nmendatione, HBHPTif aouiJfhC and received ' 
input from a number of governmental offiaiala and levj^era from oivic> 
religioua and fraternal organiaatione, the inauranqe-^nduatry, voluntary 
aa8ociatlona# and foundationat 

The provider role reoommendationa (aection A^V rfp^^a^nt the result 
of the ooneenaus building proceaa described in chaJH^e^^ii^^rT^ sections 
on the reoommendationa for reducing barriers (aectiona 9-*J) represent the 
reports of working groups within the task force. Those reports were 
accept'ed by the full task force for presentation in this final report. 

The following reqommehdationfl are pr'eaented aa an agenda for action 
on high blood preaaure education ^nd control for black Americans. 

. " ' X 

A» Providers' Rolea ^ | / . 

- I, / . \ ^ ■ ■■■ . ' 

' ^The taak force recommends that the proposed 'provider roles 
developed by the task force be circulated widely for Coriaider- 
ation and adoption by practitioner a and inatitutions which 
serve black populations . 

The detail^ed presentation of recommended provider roles is 
presented ih chapter Hi. The following are brief summary overviews 
of the recommended roles. ^> ' 

1. Summary of Physicians' ^Roles 

^^-^^^^^^ vjl^ (e.g. ,";^interni8ts, family 

prs^ctitioners) and cardiologists are typically the ones who treat persons 
with high blood pressure. However/ many patients may. have their entry' 
into the health care system by visits to physicians in other specialties 
P — gy^®colpgy, urology, dermatology / ophthalmology surgery, otolaryngology, 
etc. 

V Thus, physicians in all specialties should measure 

blood ^essure TQufcinely on all patients. Physicians who elect not to 



■I 
i 
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diAyn0ii«i' 9r trti^t: hli|h blood pr«tt«urfti uun^lit lon» li\ t;Vi«Ar pr^uUiatifci tihoulrt 
t&f^t p^ti^txtu with al^v^n^*^ r**iii1inyiii t:o phyalaAAn^i wVio lU^ynoyti 
traat iiUjh blood pKttiii^wr*** Wlmrta rafa^^r^lfcr m^i1«i th« r«ie*irr:^L«uj 
phy**la-i4n oir hiiti/Ut*r aUMt^f ahoulci ffollow up with Uh*i» i»4t:Unt: to anaouir^ua 
fch** to keep tl^ia ^uua**>^t***i ^ppolatmaut. ' 

In aohiaviui;/ cont;r:ol i|l?;r>hti iwntlaatH'^ bloocl piruurtvirti, 
tha phyHlulftrt'a rol« uan bo d««ur lhad aa i 

- parfociniay tha phyaic^^il aKaminatiori and hlatory-* 
takiruj prouadurafl arut ordatina ajiproprlata laboratci^y 
taata 

^ Evalvoatincj tha patient and tha data t<:> maka th« 
dlagnosla 

- Eatabliahlng with the patient a goal blood preasure 

- Preacribintj the appropriate drug t\>arapy 

- Adviaing the patient of recommended, lifestyle 
{ • changes and adjunctive meaaurea 

' ■ - Educating the patient (or referring the patient to 

an appropriate •source for education) regarding the 

^hTc V n^ceasity of lifetime compliance with the recommended 
^ regimen 



Assessing the patient's progress toward controlling 
his/her blood pressure and reinforcing th6 patient's 
and the family's commitment to such progress 

.Modifying treatment as clinically indicated to 
attain goa^. blood pressure 



The Joint National Committee findings are recommended 
as guidelines for physicians in fulfilling these roles#* 

2. Summary of Nursers' ^Roles 

a . ^tection 

It is recommended that nurses take or supervise the 
taking. of blood pressure measurements routinely in those settings in 
which they most often perform (e.g», hospital emergency rooms, hospital 



Report of tihe Joint Nati^onal Committee on Detection/ Evaluation/ and 
Treatment of High Blood Pressurey pp»r cit * , 



Quti{Mtil«iiti 4«|>«)rtm«niii, oo«s>F«hiniiVf hualtn gwntwrH, .viaifcing nuvaa 
««vvia«i). P«)?iani wi^h «l«vAt«d bloo4 piraiBioife shPuW ba a^an by a 
phyaiqian. Tha nuraa may b« raqiiUad to aaaUt An oommwnioatelng tha 
atapa tha pitiant ahould ^aHa to obfcaAn a aonflrwlny yhyaiaian's caaiUng. 

b. Control and! Waint^ 

in taklmj j;)atl<int hiiitorl«ii»* may 4«»iat or nujnirvtaa oth«ri who aiial«t 
t)m phynialan An thu p«rfoirm^nQ^ of oth^r th«irap«vvtlc ii«irvto«ii. 

Nuraaci my «l«a jprovWa patient ^dUQ^ition n^irvioaa or 
ttujpurviii© Qthur* in providing patient; e^luaation an<1 Pouneeling with 
t#5j«r(» to aompiianaa with preearibed therapy ^ needed iifeetyle ohangae 
and adjunotive meaauree. 

3a Summary of Dentieta' Holea 
Peteotj^on 

''^^^4''' Due to the symptomatic nature of many dental problems, 

many persons visit the dentfil pffiaa who might not otherwise utilize the 
health care system on a routine baajLa, 



Thus tha dental office represents a significant 
potential loaation for detection of otherwise undetected hypertensives."^^,: 
The dentist's auxiliary staff is viewed v^^y the task fdrce as being, 
potentially, an especially useful resource for this purpose, given ^ 
appropriate training. i 

It is recommended that blood pressure measurements be * 
taken in the dental office on a routine basis for all patients during 
their first visits. 

• . ' ' 

V In the dental pffioe, l)lood pressure should be measured 

in the arms* only. Persons reqlxiiring measurements in other extremities 
should be^ tafi^rred to a phyiaidian. 

All persons with elevated readi^ngs according to Joint 
National Conwaittee guidelines should be raferred to a'physicli^n for 
CQnfiii^ifiation. Proper notations should be made in the dental records and, 
if elevations are found, the dentist or his/her staff should assist the 
patient in contacting the provider who will perform the confirnving 
measurements. T 

During <fental history-taking, patients should be asked 
if - they have ever been told by a physician that they have high blood 
pressure and if they are taking medication 'for high blood pressure. 

b . • Control and Maintenance 

Previously identif iM^^^ slito^iid^ ha 

blood pressure measured routinely on each dental visit. Patients with 



q«rii «n4 to r«ipa^t my miidiaAtian nidi tf ftcittt to bht phyi»iajkiin« 

.^^ - ; I • 

blooct p^iiiiNiuKr«i only lt\ tho«« olrcumstanmis whiir«i « qui#t enviirai||i|<^ o^n 
be provided And whan ApproprlAta follow-throu^h maijihmniama t'aaoiii|^i||i4 
NOHPW «ira in plaoa and being utlliaed. 

l»h«rmftoi«t«i, the patieht'a phyilaimn (if r^iquaatad. by the putienlj abpuid 
be informed in oonfidenae of the teiiding* 

The ufl«9^ of autOKklited blood prei^iaure meaeutement devlce0 
in phannaoiee andi Othar loo'atione ie not enoouraged by NBHPTr pending the 
resolution of certain guidelinea development activitiea in which government 
buelneaa, oonaumer/ and health Industry repreaentatlvea are engaged*^ 

b« control and Maintenance 

Pharmaoiat fuhotlona in control of high blood preaaure 
and the maintenance of such control require close coordination and 
cooperation with the physician who has the management responaibility for 
the patient. ^ ; 

The pha^aciat ahouldt a) fill the preacript^ion from 
the pft^ent'a phyisiclan; b^r^nVtr^ctr the patient on how to take the 
medication; c) eat^Q:>ll^h and maintain medication recorda; d) remind 
patlenta of needa for .jcefllla of prescriptions. 

^ The pharmaclat ahould provide conaultatlon to the 

physician, when appropriate, regarding poaalbla drug Interaction problema 
and related potential adverse teeictlons. 



g Injfcier Act 
ive^l^^ne 



The pharmacist should be attentlve^l^^ne patient's 
reporting of side effects 'and other compllancie problems. Pharmacists 
should encourage pdtlents to visit their physicians for appropriate 
medical conaultatlon. 

5. Summary of Optometrists' Roles 

a. Detection 

^4any persons may visit an optometrist's office for 
vision correction and related services who might not otherwise utilize 
the health care system on a routine basis. 

Thus/ the optometrist's office is viewed by the task 
force as a potentially useful location for detection of elBVate^ blood 
pressure. ' * • D ; ' • . ■ 

: :^"\^.^ 



It ii i^tinm^niincliia t\m, ^ mi t tut o( roMtint, blqad 
.l^yiiciiiiin (for mnnnuriimttnl^i ' ^ 

"^^^ Control un ci Maintunar^att 
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It ill t«aomm*ini1lii* t^htte on iivih««iiivmnt vtnlna optomaitr Uta 
to rtiiMln in iJiMiiplUnttci uitU t;h« pra^qrlb^il fchcirApy, 

hy|)«tt«n«iv« i>4tliinttt ami «t1vlia« them to r*itarn to tVi^ phyiiioi<ia»tt official 
in anaan uuMitAin^d «l«iVtttlonii , 

6t aunwmry of Podifttnata^ Ro^Ii^^ ^ 
* • Dataotion 

Mfiilf^^ V^ , |)«raona with probUma traatad by podlatrlo 

medicine nuiy tand to seek the podiatrist' a care even though thay are not 
using other components of the health care system. 

The podiatrist's offica la viewad by the taak force as 
a most u%aful site for the datection^of elevated blood pressure. 
Maaaurementa should be taken for detaotion of elevated blood praaaure in 
the arm only. Parsons requiring meaauramenta *in other extremltiefl to 
detect elevated blood praaaure. should be referred to a physiolan. 

It is recommended that podiatrists or their asaistanta, 
as a matter of routine, take blood pressure measurements on their patianta. 
Persons with elevations, according to Joint National Committee guidelines, 
should be referred to a physician for confirmation. 

* ' ? » , ' 

b. Control and Maintenance 

Because many persons who seek podiatry care may tend 
to have other chronic conditions, the podiatrist's office is viewed as 
being an especially useful site for the routine measurement of blood 
pressure for previously identifr^<S'1iyi>artensives. It is recommended that, 
such routine measurements take place and, that hypertensiv€i5)patients be 
encouraged to remain under the physician; s care and in compliance with 
prescribed therapy. ? ^ 1 
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* High ^fiii^Ft M^isiifeteiv irii* QQ«fef9l iataqwi^gWs , 

vi#avil4 note ^ahltvn fehin ab^^at^tVii. 'ftm for «if^tativ«i liiiliani b«itw«ii*ii 
thviily, atHUbai^itfeivt ir*l<ii^tan«hipii with QK^ftniiiifei^Hii #«4 i|^4ivi^u#U 

«lrii4i1y in pUa«i, 

«iupp<^rt m^tvio^m thmt hnv^ lnor«<i«i<i4 t\\m «rf«iofelv^ni>tta of ^ nmrtb^r or 
High Uiooit Pr«ii»ittur«i K^luOAtiorii antt Control Pro jwuta* Hi<ih »looit 

pir#<iiiuic# l>0t#otioii Aiui rollow-up Pro*jrdm U lllai*tr«itiva la thli» irtiy<*id. ^#1^ 

... * C^3li«bor4tivii r«»l«*ttoatthlp« a <tiutl pppartunity to !f^^ 

bring * major health problem in th«i biauk oommimity nndar oontroi ana 
to utrangthan thl«^«iKi«ting atructura m wall. | 

. ' " tn aadltion to tha ralationflhipaArnigl\^t with faoiUtatotfti, 
tha oommunlty oduoation And coordination affortiPof tha National BUok 
Maalth providara Taak BV^roa hava inoludad acoaaijinii tha tartjat ix>pulation 
,through national and local madia outlats. madia ia^ wlttk)Ut quaiM.tU^n, 

a powarful afid influential forca in black coaununitiaa/ 

. p{0 flrat phaaa of aot^ivity in comm^Anity education and 
coordination w^iT guldad by a national approach of increasimi the 
involvamant of* the national offices of facilitabcjr organizationa , madia 
outlets with national viewing audiences / and leader a with national 
visibility. ^ n ^ 

i TK^e recommendatia'Ufl, however /^^feark the be^nning of 

pha£re II in the community education/ and coordination- efforts. This 
phase will employ a local approach to the implemehtition of tai^k fqrqe 
recommendations/ along with -the complement of the national emphasis 
characteristic of phase I. * 

The basic concept inherient to the following recommend- 
ations is a collaborative involvement of the local affiiiates of both 
facilitators and the media in selected communities to access the public 
in demonstration proje.ets. .>The d^i^ired effect is the implementation of^ 
task force repoounendationa IjS'Saiti^'* to the reduction in uncontrolled^ 
high blood pr^sure artvong •b'l^cks to its -absolute minim^lim. ^ 
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* iiybllilASIIiiM' attSM <^tuUi t:*n:nma*n\t opiwrl unlit i«B 



/ 



SUOOaaTBD roues at DSM0N6ITIUVTX0H PR0JBCT8 




Providers 

( detection r treatment, 
and control) 



Media* (public awareness 
mechanism) 



Facilitator orgaj^tiiations* / 
(community coordination 
center; High Blood Pressure 
coalition) 



Voluntary Organi suctions 
. (detection, referred, for 
treatment, refaicral followup) 



♦ These entities are direct access groups to the general black public 
and its hypertensives* . ^ ' 



fUiooimnandfttlon a i Thii taak foroe ii^fooproimdii Wftt 4 
opllaboyativ effort b» <ouqht wlthJbht looal outl»ti of ■»li^t»a 
faollitatoy orqanlgatlona to aarv ooncimunlty ooQydlyatit)n 
high, blood praaauifa aduoatlon and oontroX damonatratloa^^^^^ 

■ > • ■ . ■ ' ' f /" ' /'/%'' 7/ / 

jjSatigloatlorn Tha facilitator" orgj^ni'M^ privy of 

anlatlng community barriara to changa, are knowladge^^ 
'locally viabla aolutions to other health Byatama andP^ organization 
problema, and aijiat adeplt at. mobilizing their communiiSS^aa .t6 raapond to- 
calla of action, Aa coordination oai^ters, they'aoaji,d proU>te acreeninga, 
referral and followup activities • ^ / 



Recommandtetion 3 i Tha taak- force t'Acomm^nds that a jolitt 



l>lanninq council be established on both national jnd lojaal levels tP 



oversee the implementation of its recommendation s il 



Justification : The guiding philosophy /in the innplemeri^tatipn 
of the task force recommendations is one of qollaborauiye invowement of 
health provider^ and tho'se organizations and indivi^als yM-cW peprasent 
a credible structure in the target communities. The creation of »a- jbint^- 
planning council to seirve as an umbrella~*like st^ructure will provide an 
eff'ective communications mechanism ^to encourage ; appropriate action^ ^in 
the private and public sectors, * ' ^{----J^.. 

^ T^a National. Planning Council would incl^ude represent^tjLves 
from provider associations, religious, civic rights, fraternal and labot' 
> organizations, voluntary associations and the business comptunity, ^ 



local planning councils in black communities would have 
similar memberships and would include comdiunity . leaders/ from each target 
community , * ' / 

^ ; • ^ v. ' ,7 . ■ / r 

^ , • Recommendation 4 ; The task force recommends that those 

facilitator organizations who agree to, sferve/as coordination centers in 
the implementation of the recommendations be' allocated^ adequate monies to 
develop and perform the, programmatic initiatives neceftary to the successful 
completion of, this effort , ^ ; ' ' ' J 

- . ' ' ' ^^ ■ , . 

Justification ; The breadth of recommendations and, thus, 
the implementation of same will require a yrell-develop^d programmatic 
ini.tiative in each facilitator organization serving as a coordination center. 
The community outreach expertise of the local outlets of facilitator . 
organizations make them prime candidates /to serve ks« effective community 
coordination, centers, in those sites selected as d^imonstration projects; ^ 
Sufficient levels of funding for this effort will ensure a complementary 
relationship of both Federal. and local expertise in the high blood pressure 
detection and control process, | j 

' ■ . ' ■ • ' ^ . . /; 

Recommendation 5 : The task force recommends a thorough 
evaluation o^ the effect of public awareness and education approaches as 
they relate specif ifcally to the black p<^ulatioh. Based upon the outcome 
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of thlf atudy^ th<r tawk foroa raooiwnandei t>>at thf MHLBI In^lttmant a 
tarqef d awaranaga and aduoatlon oampaign In aql^oted lQoalltlas » 

, JuatjLfioation i National ly, a aignlflaant amount of work 

han bean dona in, the ganaral area of high blood praaaute eduaation and 
control • ^ iKllpraaaiva statiatioa are available regarding the diatr ibqt Lpn* 
Qf tana of ^thouaanda of copiaa of the Joint National Committee report, 
the plaoemant of hundreda of public aervioe announc^ementa in the eleotronio 
medial etc* The impact of theae effcucta on black providera and oonaumfikra 
ia' difficult to asseaSf Most data aouroea dontinue to auggeat that 
uncontrolled high blood preaaure among blacka ia greater than among non- 
black peraons. The taak force believes that a targeted education and 
control procea a will brf required to reduce uncontrolled blood preaaur^ . 
among blacka • 

' , Several clinicians eKpresaed their view to membe];s of / 

the task force that the medical model "turns- people into patients V" It 
was suggested that the asymptomatic nature "of high blood pressure ' 
might be a limiting factor in conceptualiz^^ti6n of the disease by some 
persona* Messages that convey the disabling consequences of not treating 
the disease were advopated before the task force by some cl;Lt\icians • ^ 

Recommendation 6 : The task force recommends the establiabment 
of \inderyaduate and/or graduate programs for the training of communications 
specialists' with a concentration in health education . 



' Justification ; The n^ed for liaison between health 
professioniLl providers and^ the general population is a pressing one. 
The task force has taken the position that a communicatipn specialist of 
this kind is required as an integral part .of any health care team which 
has as it;s goal the reduction of uncontrolled high blood pressure in 
communities across the country. The urgency surrounding this matter is 
further enforced by the lack of, a reserve pool of communications specis^lists 
with a concentration in health education in black communities. ; 

Biomedical ^and Epidemiological Research Issues 

1. - General Considerations ^ 

' . , • 

An exhaustive discussion of these issues is beyond the 
scope of this report. However, certain issues are of, parcuaount importance 
and some of these issues are raised here. 



a • Background 



The problem of uncontrolled high blood pressure in 
the American population is a nionumei^tal one. Current .national estimates 
using 140/90 blood pressure suggest that over 55 million people in the 
United States are subject to this malady. Using the WHO criteria for 
high blood pressure (160/95) there ard approximately 35 million American 
hypertensives of which 5 million are plack. ^ 

, ■ . . ./ 
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mlUlon. of feho 35 millicin i>eopl« in bhia aoun try /with d«etnita hi«h 
bloQtl'prttflaura 4r« hUok, the i^rav^iert'oe, that U to any, thts numbar of \ 
p«6plo with tha tli«tj4«a divided by th6 number in^the population <*t' riak. 
l"« approximately 66 perient greeti^r i\the bUak qommimtty than in the 
. white oommunity. Further ^ fAtiHl etrplcee <*,re anywhere Crom three to PLve 
time« hiflHer in the black community. th<sin U> the white oommunity, 

. . Since it i« recogniused thAt the phenotv/pio m<in ie the 

oombination of the genotype "and interaqtion with the enyir^nmental, it ip 
not jinreaaonable/to think that the pathophyaiology that miy oaour in. man 
can be. related to» both the genetic prfipdia|X)Bition of the /man coupled wi th - 
environmental factors. . ' ' / 

i« ^ ^ Other gectiona in the report , addreaa many of the 

eKternal environmental factors such aa atreas^' education/ and aocioeconoinic 
^conditione. It is the intent of thia auction to identify areaa.that fall 
. ' within the biomedical, research purview generally Jihat' may have an impact 
1 on understanding of ^he baaic fdechanisms of high blood pressure and 

\ . providing indlght into new/ leas complicated, and/or cheaper methods of 
high blood pressure control €hat are both culturally and technologically 
acceptable to the population at risk, 

b. Biomedical Issues 

*\ It would seem thiit the most appropriateu place to 
begin thiflf discussion centers around the newborn child. It has been ' 
observed by investigators that there is a ' significant difference in the 
/ heart ^^te of a newborn black child as opposed tio the heart rate of 
inf antif'^in th^ -general population. -The significance of this finding 
next cl4^ar, hovj^ever, inany believe 'that early in the pathogenesis of higlh 
blooa pressure, cardiac output, will rise prior to the finding of increased 
peripheral vascular resistance. Heavy sodium loading during early child- 
hood years, in part based On the types of products available to. poor or 
underpriviledged people, and/or .low feeding of f pods rich in high potassium 
content, which tend to be of the fresh fruit variety and may not be 

^ L^^availal^le generally to poor people, may influence the development of high ) 

i>5.ood pressure by young adulthood. - • . ^ 

2. Recommendations 

^ ' Recommendation 1 ; The task force recommends that controlled 

1 stiidies be done that further elucidate the relationship in an Infant be- 

[ tween increased cardiac output and high blood pressure . 

^ These differences should be compeared , betwe.en blacks , and 

whites. It would seem that if animal models can be developed that will 
/shed light on this subject this should occur as soon as possible. 

. Recommendation 2 ; The task force recommends that controlled 
experiments be conducted J:o elucidate 'the relationship between potassium ' 
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X£ an animal mp(t#l 



manfc of flyMtamlo hi^h ^ blood y 

" . ' in f Antra movtt into childhood/ th« National 

Nutic^ition EHamt-nation Su^M^fiyjj^ that thera ii=i auaantiaXly no 

dijeC«r0n6J4 in blood praa^um diattibutlon batwaan blaoK ahildran and 
whit© ahilclran. Wow^viiri aoaording to th* Hoyaluiaia e^tudy, amall but 
m«a»uroablo diCf^trtinaea do oaaur durincj thia tima. 




avalo|>^^^ 



and 



trolled a 



Rgc^uttondation 4 1 l^ha taak f oroa racommanda th fit; a 
a rj^mant ha <ion»^o aluoidata. the ajgparant dif fa ranoa 



port'"' 
f ji.ndinq 



of ^tha Bocyaluaa Pfc^udy veraua national data collected on aTrandbm ^aaia. in 
the Health and Nutrition sExamination Survey t ' - 

The taak fotoe woul^d be interested in. knowing whether t^he - 
fadt that the maohihea used in the BogAlusa Study (aemiautomated) produced 
flirtlfacts that affected the reauita* •/ 

fvJcording to the HaSes study, by age 20^there are nw^aaureable 
.differencea ir^^bldcks and whites in both' aystolic and diaatolic distribution 
of blood pressure. } # 

Recommendation 5 : The task force recommends >that the appro -^ 
priate studies /Ba conddoted to,>detetml1^ the reasons for the atatisticfAlly - 
significant blood pressure diatribiition differences between blacks artd 



» whites after the ^ge of adolescence^ ^ . 

5 ^ ^ ' ' • A ■ ' " 

^ It is now appi^opr late to consider- the problems of high 

blood presstuce. in adulthood. It would seem that the baais of categories 
(developed by investigato'jcs looking into the renih-angiotdnsion aldosterone 
axis coupled with salt and water balance/ and high blood pre^sure among 
blacks tends to be of the vairiety ^that causes fairly high salt retention. 
Some have advanced the idea that blacks^ tend to retain a higher amount of 
^^pdium per unit sodium load than whites. This has beei^ expressed in the 
j;negative,a i.e\> blacks tend to have a defect in sodium excretion given a 
oefined salt load. The task ^Eorce feels that this designation is a 
-^^negative one ;and would utiliice positive phraseology that would suggest 
that blacks tend to retain a greater amount of Sodium per uifiit load as 
opposed to excreting less against a known quantity. Some investigators 
have suggested that this may have been a 'survival mechanism in parts of 



arid Africa. 



Recommendation 6:/The task force recommends that furth'er^ 



study be devoted to 'bQrQparative differences between the physiology of the 
aalt-riretaining kidney and the salt-excreting kidney . ^ 
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f Mi.^ Jsni ,ii > f . Jmtff am..fas^ 



in 
in 



^ ^ , „ ^ _ imy 

tmtm ot both iiAlt App«ttt«i ami int<»k#, t:h^ ^iiw^imt of ^iult trul wAt^r 
within th«i ^K)(ty «truatut« and Mn«lly th« riinai' atnt** Cea^l ;«Koiration of 
both «Alt «n4 wat<ip» ' . .* " ' » 

' • " ^ < ■ • ' ^ ' , ^5 " 

Thfi iLt«iir4tvir« in thin hV^a iw not oi«<ir but th« tA^k Iforae 
iiomu b«ii^va th4t thtra n ralatio^jiihip if not «in atiolocjia^l ona 
batwaan likjaral ao^imA intake' and tha anbaaquant 4<ivaiopiwauU of hicjh 
blood praaaurai Thara ia no.qudiation that 'map'a Appatijfca for aoiltiuw 
anoaada tha j^^hyaio logical naad., Jt la fait by many^ that tha ^K04^aa\ aodium 
provided over lon^ p«tioda tiijia; raaulfea in airt^fcrlal alavation aVid an 
' intervan\:ioni i*a,, raduation of Taipdiu^irt, C9Uld poijji^lbly lo^f^r th** inoidanga 
of high blood preeaiira in tha general popuiationi Tha^e ar/a ;dpidamiologiaal 
atudiai^ that do aupport this view ^Mt tjiey ara^ r\ot ih ^hamealyai? jtdtally 
oohvincing* It haa been dlf fi9)ilt to .aap<ira^e ^tj|<a' ef f«^dt' of kodlum f rom 
underlying pathology in the e^udy :^oujp ajrid 6f 'aouttoa'^from gaiwtt?h,an^ 
eBVironraantal linf^uenoea* F\irthet, it has baen/dirMlcult t6 accaas ^ ^ 
quant^itatiyely the amount of ^al.t In thiA farm of abdi^ijun ingttested by ^ ^ 
""pariioipants in many of these, studieil.l ^3f^k^ stvjdiia that v|^«^. have rev4(ew.ed 
do indicate thht a sodium intake of :},eM >than**lfl ml^ieql^j^^ pax\.^aii^ 
would in factv lower the incidence of hyjp«f|x^ Vh'ire^ ^exoeaaive /sodium * 

,will mo||t; likely increase the incidence jo£ hiqh!blood It is " 

tih<^^ lhtbrm^(U.ary. changes at this poirift iit \time that ar^ia ifot olealrly 
laAittic'fl^ted ,Jl^^ bloQ^pressure. 

( Recoipnendj^tion 8 r' \V Th^ l^oroe , recomm^iads that methodoloqll 

be dSvelorijbd to pepai^te^ tlie impajfc^ nwiipulatign f rbnj pttfy fac- ^^ 

Am w ei^hW and' potfij^^u "' ^* 



tors - such ^aS ' b<g(dy wej^hV and' potfufysium intake 
Kf^*' " ■ ^'R^cbmmeiT/datlp 9; ,The"tagk force 



^recommends »thi(t a methodology 



be developj^d to aeQuratel.y measure sodium intake # metabolism > and excretion. 
This-^ghould be done <in a mode t^at wAl prom<3(^|g^- experimental accuracy with 
methodologies pointing 'toward thQ dlinical use^In^i^s of these measurement 



techniques • 



Recommendation 10: The task foxiSe^trecdxhrnends Miat studies' 



be done to clai!:if the 



^^t ^ 

^hip between sodium and potassiuin and vas^ 



eular yesA,stance . 

We haye now discussed the bioitiedic^^. needs^«;^ they relate / 
to intake, metabolism'and /.excretiop. of salts# f However**, uo uh^er^tand / 
better the reasons for hi%h/ salt intake w^ nied to turr^^ our attention- to/ 
so called salt appetite and salt ' intake'. It is known that man has an 
unusual appetite for salt; it is not*;clear on K^i^t psychophysiological f/ 
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j^^^^n slit bjit o^ undia 

\ 

potArtdlum lutrtku wi)\iM I n rniJt. lt>w«u: hloo.l in tiit^Mut ci liypciiv I am* L\/ti 
«nhj^dh*i. ^ ^ in' tw^i^U^i: notmi tlvit nmny t:r.vLhofc< liv tlm world t\\At ^ra 
lfr«iti from hiijti blood prauyiU'ci )mv<i di^tu th.^tiMmvti a hlt/h^r i»ot;<*M*iLum 

Potfttiulum pruutiiiUa a i^attUnxliit problem In t\\<it 4 iiirii«r 
propcvrtlon of^ thia mlnetiil Lh oKarot«d in tho Mtool t:haa of' tioiiium. Tho 
convent ion<*l nujithodoiouy for ooll^otLon, urine analyaiu la not 

nktlHtaatinyyot: th« utndy or: potrtHfilum <%& it Ih purhapH for aodlum 
intake, n ■ > 

It ia known that freah tfrulta and aalada are oKcellent 
aourcas ofv^otae-sium. Uowuver, it iu also known that those producta are 
relatively more OK£>enBive than foodatuffa that are generally conaumed in 
poor coinniunitiea.^ if one acceptu the hypothaaia th^t potaaaium protecta 
agalrvat blood preaaure raiaing elevation it ia poaaible that some of the 
diffeKoncea between blacka and whites can be domonatrated through the 
relative dietary intake of thaao two minerala'# 

i, Recoituttendation 12 ; The taak force recommenda that con- 
trolled atudiea be done to determine the exact nature and extent of the 
blood pregs^re lowering effect of potaagium in human beinga * ^ ~ 

Recommendation 13 ; The taak force recommenda that atudiea 
be done on the prevention of the development of hicfh jflood preaaure * 

Recommendation 14 ; The taak force recommends^ that data on 
the general intake of potaaaium with reapect to the age/race/se^x and apcio- 
economic atatua be gathered gnd analyzed . 

Recommendation 15 ; The taak force recommenda that the 
appropriate Federal ^c^^nciea begin to develop appropriate reiationshipa 
with government^, univeraitiea and health ayatema within countriea where 
there may be a prevalence of uncontrolled blood preasure in areaa from 
which blacks migrated . . . ' 

' V 
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tin«^ui\4«Ai;ltani iiiUtni^Unii mt^^) wtilPh, falipw^rt, will mi^^ 

fi0 ti\it$ AiH^iitrt^ »1f»<lth aivl 4i«ii4hilii v ^iW ti) roi la^l 

hl%|h bliiuit ^^t*«iwn*iu'*i U^QiHm 4 «i4,)or h<*#lth p^obUm In thtii««i 4t^«i4i!i. 

wlvtir^itiiagi Unrt h«i^lfeh iy^^^^^'^^ wifchia nouivtiM«i« whur^ th«ir«i m^y h«i hl^h 

Onti objuutiv*! off tJmud r^iidtLoatthipa^ woul4 bt* pt'oyld«i 

ai^iiottfit pft>v<*l«nuttf ot hiuh blood pr«ttiiur« and tba lnuli1«na<i' of LLln«»d^«»ii 
reflated to anoontvolltjitt blood ptda«iur«, 

, \ . 

U.«. (Jovarnmdnt lahould aullAboratia wl hb for^l^jrv 
(jovarnmantft 4M othar lnt«raiit«i<t |jartl«« In tha (1jii(aloiHutint of lat:«iiv*tiit; ion 
atratngitia It) Mc^^n of imoontrollnd blood pr«Haut« And other rtil^trtd 
dlaaaaod that may land thomaalvaa to^an aduoatlon/danunmtratlon Hitrat«<jy. 

Clearly, undaratandlng ettlology of hi<jh blood praaauro la 
part of tha prevention atrategy. Acculturation within the Woatarn society 
haa ocGurtad to a algnlflcant dagraa for many blacks living in tbti Unltad 
States • ' 

Ma^ny^ pai:ta of Africa are being acoulturated la the Weotarn 
tradition and aoon the locatlona where optK)rtunltlea for atudy of poaalblo 
etiological faotora In high blood praaaure may be dimlnlahod. 

the task force rec'ommends that collaboration between 
investigators in the United States and their cpunterparta in these 
countrlea ahould hd encouraged in the areas of behavioral, biomedical and 
epidemiological aspects of uncontrolled blood pressure. The emphasis 
should be on discovering r^ationships between the unduly widespread 
prevalence of high blood' pressures, of black Americans vis-a-vis blacks in 
areas from which black Americans immigrated. * 

there should be a balanced representation of black providers 
and inveatigata^rs in the aforementioned studies. 

\ 
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I ^tkktm 4114 Naiv-wni-r§ ivmtv iPfiM** 4 »u4m«*>^ urric2« (o^oi^ 

UM^a in ttm nw) l# 4<iirioi4 mi iimiinin^i iiUviki*, Am^^Uj^o iu4l«»nrt, m\A 

i\%imm^\H* ttm 1*370 c<i«Hiiu« in4io«it**4 ih4t Art Urn N«ii lv«i 

Aii\^ri0an«i^ 4u4 otlidir iu>k)whit«i Atii«>riu4n4 iv>t:«ilii4 1*4^ i:i4i:g#«>t at tUd u«d« 

wirhout tii)rirti44rii\4j i:h« i4i1iHitt«i4 iiu4*»i uiuint ur hUuKd Im lu/i), tt lei 
i?lci4r t:h«it th«4 tiao hdiikt^^uitiut jt>4)t>«>)^ i« itw^rtt jtkivctiidHt til thd hi4i}k ^khhU«i 
t Lou in it fci 4rt|ilot iiiii ill? tltd 1401. Unirt wh i I «ii/tu>nwh 1 1« h«*#iU h ill f r«j|i aot liti ^ 
mui of ih«) m<i)or |.ui4>l«itiM I^Meiroct iV04 in llm 4filiVfioy ciyitiicim whloh tuhirtt It uta 
but ribin to bl«<;k ut 1 1 1 ««t Uuu 

\ in or4?iir to r«4nod th«» uoUH-r«»lat»<l h«4ttti 41 f r«sr«in(. l«(lii 

n\ui imiuiiV^ ijov«»rmn0nti«i «in4 (irlvata r^uiH>aKi lv«ini4iiii to niinwhltn uttadm^ 
t:h« CtiO ixiiJwt utAtdti th*it 4t l«itfi»t four mrtjor t>ro]til«ii»fii wmiUI tM^ult^ti 
^uhiitant liitl «it.t ant l(Mi« Ono of t ha iimjor prohlcim« Iti th«t flnaiuUal bai t itst u 
to t^h«i r^iutii^a: of haalth MaLVlocirt^ a (uplu 4l«itni»iM«i4 4«l««iwhi»i0 In tttlM 
r**po\ t« Th4» othai urn jot prob l^nm ln4tlcAt«4 in th«i CiM) hack^^t'ound p4|>cii 
arm I \ < . 

% nonfinakoial l>a i r i «i t m inuludiuij iniiuf f iuitint providfJiM 

provLdttt/^i and aervioaii^ and di«oriminat ion ayainiit ^ 

blaokii and othtsir nonwhit««i 

^ ^ the lack of continuity of oarti whan ai^tvioaa ara 

provided by aomw elamantH within the haalth daiivaiy 
Hyatoini and ' 

- , inadequate attention to certain health conditionii 
* which aeverely affect nonwhites, auch as high blood 

pressure* 

The task force believes ^thft the problems identified in 
the CBO background paper are applicable to high blood pressure detection 
and contrql, and that concerted action to eliminate these problems is 
essential to the achievement of the NBftPTF goal. It is clear also to the 
task fotce that every policymaking and administrative function and 
appropriate facility concerned with improving the Nation's health status 
— from solo to practitioner to state health planning a^d development 
agencies to Federal agencies — must participate wholeheartedly ^il this 
action. , , / 

Moreover, ttie^^sy-^^OEce believes that parallel action 
must be addressed ^o the S^jHfc problem* of patient noncompliance with 
treatynent plans and medi9at:]^5 a, problem which exists among several 
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M¥#r ^^ni; iU'y##r«ai hfiivi^ m^4«i hivjii iilauci ^fci«ift*MV'«i oaiiiL^'ai ^^o«ifi|tbl«;k 

J) tKiiU IhVlity Ot |.iAt Ltliit Ui|i«i Uy tU«4 cl«im«ai ^nt»vi4«ii iU j^U *iV I4«i». taaiii^ i) 
i:4i4Ui3«t4 V»4t:itiiil. iii^UUiu t tma, 4) l«i<iai«ilit wdittii^ a»i4 *i ) t liua 

ii|MiU|rio fli|)|>uirim#iitli. tiAvd t>«i«»u Ut«itU lri<»4 i4«ti4l minimal 

i^iiil. idt i.Mtl »»C any ^u auf iv;a aal. t inij wli«»i.€» «uiiii|^it l«u»'Ci lo yl«j«nuueiiy 

l^u i Miu) t ci4 4 ii4 mm i t » 1 1 ci4 « ' 

4ov«l<i|i«i4 by i:hci N^rt^MirtL High ^ Hlii»i4 i*« a«s««uk'«i uVluo^t t*»ii t'i«i»jifiiiu «i\4 
«iKXM»u4t»4 Ivy NMHl^r»\ Iri h«ia«s4 i ha r^iul: I HaI iiujiat- licKtl i ti tia^a i alatc34 

to ULijh bUH>4 ^itaMttUK* iUiiUttil In 4«illvttt«i4 (iH fiimUulaUiiy ^idtlciiitci liy 

irAiii<i4 111 j^irlmaty u^im, an4 hy i?c*H4ln ratttat ^»iuvl4ai i* Umlia4^ 
iiulitl l«i«jit<>«il kk<tcila, 

tii|t.}(|^ii( «i4 III i^tmpttfi III, 

i. l4iboimn«in4iit tonn 

Hnuotmnandat Lon 1 i T^^^l^ ^Vi^^oj^^: ^ »t« raiaaAroKi b« o<>n4\iot04 

th^ ^irovidqrii^ who tr«i4t t h«m* « ^ 

Ju < t i f ca t lor\ i It Hh*>ul4 Ixi iil:r«MHo4 t Imt; mnuy bl<*<;kn 
b«v« no difficulty whatHotivet In «f f«otiv*^ communication with tho tlollv^iy 
ayatem or health pi^ovldtira, lU>w«v«r, It la felt that aom« provider « havti 
difficulty In communicating with any black or minority qroup Individual 
because of their racial- and/or clasil-roiated orientations • In other 
inatancea, such as Intoractiona between some foreign medical graduates 
and blacka, language and cultural differences* may prevent or Impede 
effective communication.^ This critical problem can be regarded aa a 
aignif leant cauae of patient noncompliance in some settings • » 

In the case of blacks and other racial, cultural or ethnic 
minoritiea from socially, economically and educationally disadvantaged 
environments, their iaolation may manifest, itself in health beliefs, 
perceptions of the health delivery system, and in language characteristics 
which the provider may not understand. Providers may not realize the 
significance of such factors in the detection, treatment, or control of 
high blood pressure. Therefore, means must be found to eliminate the 
impact of race and class upon the quality of care received by all minority 
group members, and for providers in all branches of the delivery system 

N ■ 
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iJi!EMAti.!:l.t!iii.. .iii t^i^h l^fiMug tf f *?Bt^fig. ..*i,ifliLl..tii ^ 

. *JUflti£it'i.li.*j!i^ H«t ^Mi«*i rugU Mi»*M»i tHcioQiUa ttavwi4t i»iu 

(J) lii liu;i€»4dct trie* iuual)<*t iif i^itiys* Un^iifii wtiM Kivlciw (aU»1U) 
t lid 1 1 I t I I u 1 I maU;*»j«im<»Ul £|»J6| I Uol vat I I 4<4l atl 

iUltailA i^tu^ ijiU «lci t t aa«i ^ { i) liuuctaoo I ho Humtioi of 

Ih £»tl«1tMou, tho ti»?»K roi»;« ti(4fii iU I I I rf^^o.l uukitfil httjh hhit»it 

i o( cfti a* I l« Mi aii^uii'j A Uiuithdi or lUMiphyi^ t >U £in piuvl^loi >t t U i* M Hcii:* tii a 
v.*til<atY «1«illv«iy I iKjei » Uowc^vat, I ho i^iviciiujy ^iu\ 4 1 mouti i » »n of Hio 

high itl.iott i»t fittsmr «a pi.>l>Uim 40U>m| blrti^kn Id ntt^h 1 h« I I Ij/wbi mAy ho Intln^j 

Iti^t If th«» iuuvli1«ii« hi t h«* .l0llvo»y ji*y«tdm niia not ,tt t wm^a I ug to 
it«3Vc4lop ot rol liiw prrtiM It'ci p^tt0i ii^ rtui.h An lliotio i oiiUHiutidMilciit hy t h« 
NinUnCl^ 4iu1/or t hti NtUU*'l'l'\ Ttien mairtbrti x* of t h« Nimi»tK, t ttpr oilfsnt liwi n w 
Imiut t>r ill tart** Ci>iu:«i n«*1 wi t h t he* »uMUii>l i>r hUjh hltuhl i>i «jittrtm «i^ 

hfiiva 4<ivalo^)f*4 omit rol pHK^«»tiM wh litli Mit*y hollcsvti w| 1 I piv>vli1*» li^^li^ 
fui tirr^iittvti \itUL/AtLou kiy i»l I ^itov t4t|rfci wlu* wl«ih t ah I mi>i ovti I hcj guilty 
oC i^t^t laoi niut iurtiinM«»m«MU • rh««ci h*tv« Iwatiii unt It^n^l afr'ort ci* Hid 

t rtnk - fot lit! aImo I tiiiixjn I /Mil t h«$ u» *)f»nt iirtful t o t titKJrtt vjh *>t htii uKifiuM *ir 
att i rtat: I u«j ,t»ul «:o«rtinl t tlmj prnvltttu a to *>>iiH«iuiuf» *tiu1 vol uiil .tt y I nt cii ntit l«m 
on t hi* 1<k;ii I te v« I • 

'^£^^JM?i\^^^^ T ha t rqaearch conducted to detarmlim 

li.^!!?, Ji!^.A^Y.**Ji^^ And int<ar<a8t <tmon^j gcKn«^ ^:»rov tf^^^^ 

in hl^h blood pleasure manaciement . 

Justification ; Many phyaiciana believe that they often 
fail to control their patients' high blood pressure. According to a 
recent FDA survey, the JNC guidelines ate not followed confl latently , 
although more than halW^ the physicians practiced stepped care therapy, 
Reaearch on methods whicTi would improve techniques for obtaining physician 
adhere npe ia suggested. ^j^s?^^^ 

Recommend ation 4; That the NIH and the N HLBI expand and 
accelerate their e fforts to disseminate reaearch findings to black utilized i 
practice settinga/ professional organizations and publications . 




\ 

liA>fv^f*!^.Ht^» ^^^^,3 * jAiii. itiiiA ii« 

y^ittl itii^;^ ihs ia ^h^ii^'^T^^' ' 

oyatUvi»ii4i, liul#tlkll#»i, th« U««»4 fwi' ...Mlt lnuity . At* lo <ii In ^ 

i0flil4oriM(iil i4f«4«i wlth'ia £ic*iict r^.uUMo^ what o «i4rr iiuaovci 

tti^ If -«VAl\AAt Ion to ci«t«nnin0 ptoftuaalonal at'roavjtti^ arvt w^^Kn^dt^ ^^bi whl<h 
Impact U|H>a thair involvement i/i the control of )il.|h bV >v>1 pt «ii«art» at!v>ju| 
bUck» And atovrld take the apyt-opr i.tt « ^vt lon.s to r<* tafotc« »t t hri ^n..\ 
correct dof lcloncl«3. 

RecomnwndatlQn 7 : Tha t non t r ad^l t i od^a I se t t i t^jM f o r t h« 
^gM^^Qy^ ^^igH blood pressure amopy ^^>^4r^^g:-Iga£h 

with Hie Incraaalnii I nvo lv«;t»feuu of bU. k 
Inatlttitiona ^uch aa churchaa, fr.*t*3rnal o njan I /.^t loaa aud commun i o.tt ton ^ 
m#dia, tt t>ecoma8 apfvirent that tha opiX>rtanity oxi.^tf? to Identify and 
aerve many blacks Who would tend not to come forth voluntarily to .t 
traditional setting M*®./ ccwmunity health center, hoapital OVt), private 
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office) for high blood pressure detection. In fact, the task 
force Is aware of successful detection efforts which have been Implemented^ 
as a result of Interest by chyrches and other groups within' black commun- > 
Itles. Detection services In places of business, and factories and recrea- 
tional settings are lncreasi,ngly commoix. We believe that every black 
community h&a, the potential for planning, with the help and guidance of 
local providers, the best, methods, for contacting the hard-to-reach In 
the li>dlv±dual community and for assuring that the appropriate backup 
linkages are llfi place for referrals and counseling. 

RecommenpatloQ 8 ; That every patient- be guaranteed 
continuity of dare from diagnosis through ^therapy and maintenance and 
that medlcail record keeping be maintained In a manner supportive of care 
cor^inuit^. . , ^' 



Justl f Icatlon ; Gontlnuity of care cannot be , guaranteed 
without assurance that sufficient providers and facilities aure available* 
to blacks, that financial and other barriers are eliminated which may 
limit patient utilization, and that providers are willing to give high 
blood pressure detection, treatment and management the priority commen- 
^ surate with Its seriousness'; Other steps which would promote continuity 
emd compliance are: (1) assuring that all providers in the practice 
setting share the saune concern for high blood pressure treatment and 
control; (2) picking up negative feedback from patients which could be 
used to point up areas for possible Imjprovement in patient care; (3) 
keeping individual patient flow chart s^or similar records on diagnosed 
hypertensives, which la a mea;is of saving both provider and patient time; 
(4) giving definite, time^ specific appointments to patients in writing, 
particularly until the blood pressure is under control; (5) maintaining a 
followup appointment file on patients so that those who miss scheduled 
appointments may be cfontacted and rescheduled; (6) working closely with 
other providers and facilities concerned with high bloody pressure 
in order to assure the highest possible backup, linkage and cooperation; 
and (7) making the patient aware of the provider's personal concern as 
well as transmitting to the patient that he/she is a partner and participant 
in ^fte control of his/her own high blood pressure. 

Recommendation 9 ; That Health Sylibems Agencies give high 
?d pressure detection treatment and control the highest possible 
Lority in their health service plans and annuajl implementation plans . 

Justl f icatlon ; Health Systems Agencies were established 
under Public Law 93-641 in 205 geographic areas of the nation to foster 
increased effectiveness of thia health delivery system through the 
participation of consumers, providers and institutions. Due to limita- 
tions on the resources available , local attitudes and support, and some- 
times limited participation by blacks proportionate to the severity of 
black health deficits, many Health Systems Agencies have not addressed 
the problem of high blood pressure to the degree necessary for concerted, 
cost-effective £md ongoing approaches within the HSA delivery system 
areas. Black health providers and informed consumers may need to deter- 
mine whether they have made maximum use of the Health System Agencies as 
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a mechanism for advocating high blood pressure detection, treatment and 
Control • Despite the limitations of any individu^ Health System Agency ^ 
an HSA still^rovides a forum for focusing attention on this and other 
health problems which impact 8e>lrerely upon blacks. 

• /■' ♦ •, i» 

Recommendation 10 i That additional research and field ' 
testing be conducted in settings utiliged by blacks to determine if 
dosettes can be produced and marketed at pricfes within reach of poor 
blacks • , : /// 

': . . - - ^ : 

^ * Justification ; The success of the birth control pill 
demonstrates how dose packaging may encourage compliance* Antibiotic 
therapy for streptococcal pharyngitis has been effective in terms of 
canpliance when the packaging of a day's or week's pills in convenient 
containers was utilized* 

Although dose packaging costs may remain higher than bulk 
packaging costs , the task force believes that the possible increased 
compliance resulting from patient use of dose packaged medications merits 
consideration and analysis* ' « / 



i' 
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E« Nutritional Issues 



!• Background 

^ Nutrition is an overlooked topic in the discussion of many ^ 

heal^th care ifsues. It is the task force's viewpoint that a comprehensive 
health promotion approach to high blood pressure control should include 
nutritional factors that contribute to general good health. 

' . ■ ^ 

With regard to nutrition emd high blood pressure, there 
are a nv^mber^ of research j|4nd translation issues which the task force ^s 
chosen to address. 



2« RecommendatiLons 

Recoimnendation 1 ; The task force concurs in the statement 
on the role 5f dietary management approved by the NHBPEP Coordinating 
Committee published in March 1979 . 

Justification ; The statement coincides with the views of 
the task force members. The special recommendations cojitained in th^ 
statement, which were prepared for physicians and oth^r pr^iders are as 
follows; ^ V 

- Weight reduction should be routinely considered in the 
treatment of overweight borderline hypertensives, both 
for its potential in lowering blood pressure and for 
its general health benefits. ^ 

- Practitioners should encourage weight reduction for the 
obese hypertensive patient and; if blood pressure is 
reduced to and maintained at normal levels, it should 
be used as definitive therapy. ^ 

- For overweight patients who experience significant side 
effects froni drugs, weight reduction should be corlsidered 
as adjunctive therapy to help reduce drug dosages.^ 

- Persons with a feunily history of hypertension should 
?• avoid excessive weight gain and reduce if overweight. 

. 1 

- Prevention or control of obesity in the young should be 
regarded as having positive health benefits and as a 
positive preventive step for hypertension. 

- Practitioners should recommend a gradual weight loss 
over time. Drastic weight loss and fad dieting' should 
be discouraged. Practitioners recommending weight re^ 
duction should seek to identify a regimen that incor-* 
porates realistic goals for each overweight hypertensive. 
Practitioners should ensure that adequate dietary 
information is provided. 
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Research into the mechanisms relating body weight and 
hypottension sliould be pursued. 

Efforts should be continued and expanded to improve 
patient education in nuti;ition, to improve dietary 
counseling for weight reduction and to improve 
motivational techniques for Adherence to diet therapy, 

A CAVEAT; ^ The goal of weight reduction in hypertensiwi 
therapy is to lower blood pressxure-to normal or near 
normal levels. If reduction in calorie intake does 
not achieve this goal or if the patient does not lose 
weight/ adequate drug tfxerapy should be 'used. 

Recommendation for Sodium Intake 

Modera^te sodium restriction should be routinely considered 
as a possible element in th^ treatment of all hypertensives. » 

Practitioners should. encourage sodium restriction and, if 
blood pressure is reduced to and' maintained at normal levels,, 
it should be used as definitive therapy.. 

■ ' ^ ■ ■ \ 

For patients who experience signif icantrside effects 'from 
drugs, sodium restriction ^should be considered as adjunc- 
tive therapy to help reduce drug dosages or increase drug 
efficacy. ^' , 

Persons with a family history of hypertension should b6 
encouraged to restrict sodium intake; 

* >i 

Practitioners recommending sodium restiriction should 
indiQate ^specif ic diets appropriate to each patient's , 
condition and lifestyle and should ensure that. the diet 
is expl'liined satisfactorily. 

Labeling of sodium conten^^n foods should be encouraged 
and the development of labeling regulations should be 
supported. ♦ * 

■ • 

Research on the role of sodium in the etiology and treat- 
ment of hypertension should -be pursued. 

Efforts should be continued and expanded to improve patient 
education in idietary sodium intake and to improve motivational 
techniques for long-term adherence to diet therapy. 

A CAVEAT: The goal of sodium restriction In hypertension 
therapy is to lower_^ blood pressure to normal or near normal 
levels, tt sodium Restriction does not achieve this goal, 
adequate drug therapy should be used. 
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Recopamendation 2:, That further research be conducted to 
determine the value ofXdiet modification in the treatment of ^high blood 
pressure . 

Justification ; Thezfe^ is insufficient kno^^edge currently 
available to define all scientific questions regarding diet modification^ 
as an adjunct to drug therapy for severe hypertena^ives, or as. an 4lterna<tive 
treatment approach for borderline^ and moderate hypertensives (diastolic 
90-104} • One of the import^ant questions at this time in the- case of 
moderate hypertensives is whether diet modification would eliminate or 
reduce long-term drug therapy with its attendant unknown ril&kji 

* \' , . , > ' ■ 

Recommendation 3 ; That further research be conducted to ' 
determine if a modest level of sodium^^Jbsi:riction (i^e^/a level which 
might be generally acceptable) Icould'^produce a significant reduction in 
blood pressure among blacks * ' 



Jiial t i f ication ; in the event that a generally acceptable 
level of Bpdium restriction produced significant blood pressure reductions, 
public health, medicaV^.^nd scientific officials yould be enabled Jto 
develop precise^ strategies for effectuating the restriction, ^uch 
strategies coul<|» inclucle voluntary, regulatory or legislative ..aotion to 
govern sodium levels foods ancl drugs pipepared commercially, the , 
development and use ot"^ palatable and economically accept&able /spdium 
substitutes and the developfnent of knowledge-iWh'ich could be applied ^ ^ 
successfully to modify taste preferences. This issue is especially 
relevant in vlevi^of observations .ma<^e by clinicians to the task, fox^ce 
that some elements of their 'black clientele consume , large quantities df 
foods high in sodium. These^ included potted meats, canned sausages, 

Veget6Lbles pooked in fatback, and certain pork delicacies. 

r 

Recommendation 4 ; That further research be conducted to 
identify successful strategies for achieving long-i^erm dietary change 
yith emphasis upon ; ; * • ' 

- black cultural differences and practices in terms of 
" food habits, eating patterns, and health ^nd food > , 

beliefs,. 

- socioeconomic and education factors, 

- age^ sex and geographic factors, and .\ 

- current lifestyle trends . 

J us tif ication ; If dietary modification is proven to be 
medically efficacious, the modification of habits becomes the primary 
issue. ^ ^ . 

Recommendation 5 ; That research be conducted to determine 
the value of altering the sodium intake of family members j of hypertensives 
as a primary prevention strategy . 
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•.. . ' ■J' 

hlahar ^^'^^ies suggest tHat there is a 

l^r correlatJ% of high blood j^resaure in families where one or more 
'»B«bers has been diagnosed as hypertensive. This research would adS^ess 
. the prospects 6t primary prevention among such fartily me2e«! ^ 



4^ ■)^'=°'°°»"< ^tion_ 6 1 That a' "Cookbook" ^»n.p ^ k.. A , 
^^!!'"^ Physician, i- or the use of hiack hvnertZ vfrS b^ 
. relies Which would 'take int^ a..o„nt -black ^oo. ^t^. VL^^ 



1 . 

«any of which ^i^i^lfby &ut^m:n^^^^^ "^^'^ available, . 

cookbook available for^^S^ SJ^^Lj^SJoi? comprehensive 

curricula for oSfSS^^.! ^^^^ the"^ medicaj/and con^lnu^n^ ..n...^^. 
u^lLli' ^y,'^ ^ o ther pr ovide r s plaee more e mphasis unon 

^ uUy";../!!^!^° °' ^^'^^ blood toes^ure «r.v,n. ion. ?reatm.n^, 
control, and particularly upon the n„i-yi tionai history of black oati .ni-a. 

nutritional f4c^?rS^^S%' In practice se^:tings , lick of attentign to 
.nutritional factors, may be due to insufficient data to the -provider ^ 

.llll^l °' ^let Change, or due to the lack of time 

Za^ltll t lut co'^nseling. m.the case" of high volume - 

practices, a nutritionist or health educator could b^ employed effectively 
to ensjire.ia»at"the j^atient h^ an indiyiduakzed diet ^an? that the f 
^patient co^ipliance i^ m6nitofd "carefuily. ■ m' some practices referral 1 

rif-^/r'"f f — ' Pr^videi m5s"°Jt°^owl"d^:S e 

abpub the importance of nutrition. Medical schools, residency programs 
iSo^iJ"'^"^ education programs, should include Vtlte-of-the-aJt 
information on nutrition and high blood pressure In their cdrricula. 

will serve In ' h?!ov°°^"^'^?f^ ■ ^^'^ nutritionists and dleti;4,na 
uUuill!lT!.. communities should have an internshin 6r ^Tn^;:i7;;r - 
orientation in a provider facility ser v ing black hy pertensives . ' 

' ) 

♦^o a««o44.4 Juatification ; Such a preparatory experience could help^ 
to sensitize the nutritionists ^dieticians to the .unique cultural, . 
environmental and dietary c'onsifeations pertinent to blacks in various 
categories in regard tp high blood prissure. The experienS wSuId preLre 
lllr^lT ^f^^'-^^f practical and -realistic ^preaches to f oS"^" 
?o!^mtni°"' «^P^«' P^iatable and economic, alternative food ohoiqes, 
" and shopping techniques. ^ioiQ.es, 

Recommendation 9; That the nutrition al proqrams and 
! "^ institutions feeding larcre concentr,..ono g fS^^..H " 
penal, mental, geriatri c , educational and milita ry f«rfH^-4^o y.L 
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" Justification : Institutional s/^ttings provide an opportunity 

to conduct antihypertensive nutritional efforts for large populations 
where diet content may be monitored with some regularity. 



, I, 
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alth Education 



twin oonV V fprce Viewed th^ subject of heal tii education in 

twin contexts of consumer education and- ^tient education. Consumer 
«^ !ri°; J*^ viewed primarily as a mechanism for" educating individuals 

who are^ot necessarily hypertensiv^ regarding, the need to be examined 
tZJ" pressure elevationii periodically and the desirability of 
pontrolling certain cardiovascul^ar disease risk fact^r^. Patient educa- ^ 
tion was Viewed in the widely a?cep|ed manner as 'Chf delivery S in- 
■ filif information pertinent !o the patient's conditio^ which may 

con^i"^ ^ participate effectively in h^ or her treatment 

and control processes. 

^ . ♦ ■ r . ■ ■ 

n th« Hi-;v ^'^^^ NBHPTP's vi^oint', health education is required for 
IL nr^^r '° »e»ber.s oi that public can bJ encouraged 

Se'^bl^^i good health habits and to seek det'^^tion services, and 2) for 
the black patientfs who have been diagnose^ hypertensive so that they will 
^become partners in their treatment and control. • ^ 

" ■ ■ \ ' ■' 

. 2. Recbmmendatio na - 

. ■ 

<■ ' • - , ■■ , . 

^ ' , ■ Recommendation 1; The ^%sk force recommends that he alth 
education for blac ks must recognize black diversity . 

Justification; 1 

1-w -.PIT ^ °' institutions wKich plan health education efforts 

r t>lack populations should be mindful of the diversity within 
aJ%^iJr« ' ^^^""^ viewpoint of the task force that stereotyping 

an entire racial group according to t^e perceived characteristics of a 
given social or economic subset can produce impro^r planning assumptions. 

K« p /«°°°°"endation 2: That greater recognition and utilization 

be made of professionals trained ar S th educators who are not cli TI^^T^a . 

Justification; In many institutional settings (hospital 
°T"" ^^^^""^ maintenance organizations 

(HMO)), the status of the professionally trained health educator is 
^ecarious.. Indeed, many such facilities do not employ such personnel. 
The task force views the health educator, along with the nutritionist, 
lilt pharmacist, as important members of the health care 

team. This team can be charged with detecting, treating or aiding in the 
control of high blood pressure. " a^^aing in tne 
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. Recommendation 3; The task ^orce recommends that A VAr» 
provider having interaction with black patients con sider himsel f iriT 
patient educator ks well as a specific tvpte of provid^ 
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Justification ; There 1^ some evldense Indicating tha| 
patient motivation and compliance is Improved when the patient understands 
his health status, is Informed of the provider's treatment plan and the 
alternative outcomes, and clearly understands his responsibility in the 
control of the high blood pressure. In the case of nonphyslclan providers 
Who may perform many functions, Except diagnosis of high blood pressure, 
there are many opportunities to encourage, educate, counsel, support and 
refer Individuals who are being treated in the' bloyd pressure measurement 
or control process. The NflliPTF views this as a significant responsibility 
for the physician as well. 

A number of family practice physicians who made their 
views known to the task force confirmed the Importance of thfe physician 
communicating through action (e.g., confirming blood pressure readings 
taken by staff) and words, the seriousness of high blood pressure. Dr. 
Donald Ware, of the National Heart, Lung, and Blood Institute has con- 
firmed that these Impressions are supported by the findings of the 
National Health Interview Survey and the preliminary data from random 
household samples In several states. 

Recommendation 4 : That black clinicia ns, behavioral 
scientists, health educators and communicators be identified and organized 
for the purpose of developing strategies calculated to Induce black 
consumers to use high blood pressure, detection, tr eatment, and control 
resources . . ■ • 



. \ Jjjstlflcatlon! in chapters I and II of this report it was 

estaW-ished that ^flcaclous treatment is available fois.hlgh blood pressure 
and that such treatment is effective for blacks. The methods for health 
systems delivery and usage of such systems represent the current challenge, 
black .professional experience can be "helpful in addressing this issue. 

Recommendation 5 ; That each community with a significant 
black population should develop community resource . centers for coordinating 
consumer health education and health serv ices delivery components. 

Recommendation 6 : That careers as hea lth educators should 
be promoted among young blacks in high school and college. 

It is the NBHPTFl^s view that the development of a. larger pool 
of black health educators WoUld 'provide ?l helpful resource for high 
blood pressure education and control. ^ 

Recommendation ? ; That health education for t he health 
provider and the 'public be a primary emphasis in t he four demonstration 
sites selected for the implementation of task fo rce recommendations. 



/ 
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. »-havioral Studlefl. Related to Hypertension 

r^,. pressure is oonsidered a serious health problem in 

the Itaited States. (Mallon 1959, Kannel 1967, 1969, 1970, 1972). Evidence 
iJacr^lJiS/**" impXioations of high blood,' press;;re a«;ng tJi naSonr 
? ^ profound. According to statistics Lom the 19?7 

tables d&apiled by UgPHS, high blood pressure among blacks, nationally is 
rLrrblS'lL'^J the evidence a»«ng whites.' Likewise, ti:":oi^ai;ty 
co^f^? n ! minorities which stem froo various hypertensive 

conditio^ such as stroke, ischemic heart disease and cerebrovascular 
Si^^ri" fianificantly higher than the rates for whites (J^"nal 
Health Statistics 1976, 1978). ^.ese statistics also indie S^ISJi when 
the incidence of stroke and death due to stroke is compared for blacS 
and v^ltas, there is evidence of a significantly higher mortalit«^ate 

^etw'M\'if'«r^°'*'*°^ "^''f B-e'researchers^stion 

ii^^Jtw. i? pressure can be regarded a^ ah lntrinsicallj| "psycho-^ 

Jln^^"^ *" * °' researchlstSdIes 

which tend to support the premise that hypertension can be r-^rded as 

??7f°S^^ro ind°^'f " I^'Ja? * traditional physical dlWease (Resser 

prls;u?e SrsSLf;rf"^'^''\- ^'^^^ "^'^'^^^^ ^'^^^^^^ ^"^^ environmental 
pressure add stress which is social or psychological in nature are 

significant factors which contribute to the hypertensive condition. 
Benson's study demonstrated that chimps that IZe exposed tTa So^ed 
environment of city noises became hypertensive t^ithifa 6-m^n?h ^rJod. 
f ^^5^ pressure conducted at Howard University 

Indicated that of the entering freshman with normal blood pressures " 
percent of these same students were hypertensive at graduaJion-^ug^esting 
that academic pressures can contribute to accumulative high blood pressuTL 

^« * move^^o utilize behayioral approaches 

to the control of high, blood pressure, based on the premise that events 
Ua^??ir oJ°M psychological life of the patient influence III 

l^.titZ it ? pressure, affect the progress of hypertension and 

sometimes its primary pathogenesis. According to the report from the 
7?-?424f t^rb^'' Behavioral Medici ne (DhEW Publication No. (NIH) 
78-1424), the behavioral medicine research- on hypertension includes: 

'•The epidemiology of social, ethnic, and racietl influences, 
the role of environmental stressors in the etiology arid 
y, pathogenesis of high blood pressure in experimental animals 
\ and humans, biofeedback and behavior modification procedures 

in the treatment of hypertension." 

o*. ^^^^ people in this society are exposed to a variety 

or extensive pressures ^nd stresses related to personal Sd institutiona^ 
racism, poor housing, crowded conditions, low income, unemployment, 
uggpremployment, poor education, poor health and other dib?liS??n; 
ecological factors, the task force believes that attention is^ar«nted 
^ong'^J^S. °' stress-related hypertension 
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Harburg, et al, (1973)^ investigated socioecological stresS/ ^ 
suppressed hostility and skin color of black and white males. Findings 
indicated the highest blood pressure Revels were found among black high 
stress males who were classified as such due to low SES, high crime, high 
density, high residential mobility and the high rate of marital breakup. 
Still other studies suggest that the roots of hypertension in blacks 
extend back to quite early in life (Rose, 1961; Kapoor, et al,, 1975). A 
blood pressure study of black children found that > 3, 5 percent of the childre: 
tested had a blood pressure more than two standard deviations above the 
mean for their age. , ^ 

Currently there exists a paucity of research which specifically 
focuses on 'the psychosocial causes of hypertension in the black population. 
Several authors suggest that repression of feelings of conflict and fear 
of retaliation if conflicts are expressed are major factors in the 
development of ' psychosomatic states of health. Blacks ; the poor and 
uneducated who are often muzzled from expression verbally or behavior ally , 
become primary candidates for the development of hypertension. Hence, 
there is a vital need for extensive research tocused on the psychosocial 
aspects of hypertension among blacks. 

Problem Statement 

There is a need to stimulate behavioral research to address 
psychosocial and socioecological dynamics which contribute to the high 
propensity for hypertension among blacks^ Specifically, environmental 
' stress, and social and economic stress for blacks should be examined as 
a means to enhance prevention, diagnosis, treatment, and control of 
hypertension. The task force submits the following recommendations for 
addressing the issues presented. in this sectio§. 




Racoiwnendationa 
1. 



2. 



3. 



5. 



11, 



!^!,!! ^ ! recommends that studies u ndertaken th^t address aoci.l 
ten«lop, poverty, unempl oyment and under emploY menT: ' ^ 

^^'^ ^ undertaken which examine f h. 
In high density areas, no i se and gener ally crowded conditions . 

• l^rrfu^UaL!!!!"?^^^''- "^'^' ^"^ ^ u n d ert aken- to exa;^n. p ,y.H», 
1° . f^'^''^'^^°"° Of bla cks as r elated to poor ec onomic conditions, 

M.°...!T^^ force recommends that studies b e undertaken to iHan ^4^„ occuoa- 
!.^°? ^ !°"/^^°^ contr4h nte to the ac.nmulated bulldun oL!!!''^^ 
y eluding the impa ct of j ob I nsecurity, limits 1ob oorx^rru^Lr S^ K 
dissatisfaction and job dlscr lunation! unemnloJ.n.- under^nS:! .. 

!!!! "°°'^"d8 that studies be nn dertaken to .v.mine alcoholism 
and drug abuse In relat ion to hlah blood pressurTT ^ 

The task force recommends that studies undertaken to trace the f .n.i w 

jnL°! ^yP^'^^""°^"^° -^^^ ""P^^asls on ld.nt^ .icatlon of .in.ni f?7lf 
or differences In^psychoso^i a l d;mamlcs wh ich Impact the f.n.ii». " 

mulfnu°°- that- studio be con ducted which .v.n.ino 

the prevalence of hyp^enslon In m e ntal Instlt utlona . _f 

!i 1 i nre..n../ ,^!;:n1hr'v:L 

of drugs which are most effective for chr onic psychotic p «i-4on^oT 

The task force recommends that studies b e conducted comp «r4n^ and ' 
!!L!!"^a"^ epidemiological data on hyperten sive blLks L 
urban ana rural areas of the u.s. In th. ;:: rth. south. 



1! ! „ ^^^^ ^^'^^^^^ c o nducted on stress managemen t 
techniques ot hypertension amontr blacks with a ttention to' th. i:??^? !^ 
of relaxation, yoga, and biofeedback methodsT [ 

^°'°! '^^"""^"^^ that studies b e condn cted of Conin.^ m».h, 

jbehavlor s) of black hypertensive patleU and/or family the patient! 



The task force recommends that behavior al research h^. nonH„^.^^ in 
community-based research centers and where there ar.. no a„.h ..^..I^^ 
some^ established In high density black ar.a. wh.r. K iS^^^jglS;. 
social and other community organizatio n s can be util ized to assis t 
m monitoring researc h In the black community '■ — 
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Manpower 

1. Introduction 



of black health ^„^„ i„ JSr ;ocieSt^u; ^^1,!^ "f""""'""" 
productivity of health profession manpower, specifically. 

i 

ih his.,,. ™„t:l::^".""iL":--,^-' r.T\T^ 

high blood pressure contr«in the black community. services for 

June 1978, vol.%3""No"'lfti^'t^''f /" the Public Health Repo.^. May- 

90 percent of the- black HX^^r.^ t^^"" ' ^^""^ approximately 

cenr,,f « u V physicians patients are black compared to 7 per- 

cent of nonblack p-hysicians' patients being black Giv^n Sh-. 7 ?^ 
and prevalence o"f high *lood pressure in tL ^^^^^ . incidence 

logical to conclude thah P"^®^^"^® ^" ^^^^ ^'laok community, it is 

^-ommunity, it i>s also a revealina ind^rA^^nn ♦-v,^*- ♦.w . ^-^^^n. 

true for o^hi^i- i,«^i*.u ^ '=afxuy inaication that the same situation is 

^ ^>^iuxsing. me article by Rocheleau provides added sunnorh 

":i?ra"'lt"el«:reo"?irbloS'' °^ blac/he.lth ^hXr"'^" 

y as lu relates to high blood pressure control. ^ 

black haal-th »a;Soie%!1h:ra\°T„::a1:r.SlS°''r^ '"v""' '"'^'^ "J 
profession, 1„ the black oo™;^lty:X^lc^L'r J1s"^LTre\a1:"k:;f 

^ the supply o, blao^ hefltS^.^n^„e:! " inoreasln, 

' Discussion - Items for Further c^onslderatlon 
for further, ccn™Lr«L°n"!"' "-""'-^ "y the task force 
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- ' There is a need for olariflofttipn andT^daf inition of 
the black health manpower requirements (phyaloians, dentists, pharmacists, 
podiatrists, optometrists, and nurses) for the detect.ion, treatment, and 
followup of high blood pressure in the black community. 

While ratios of health providers to population have 
been developed to indicate present manpower status and future supply and 
requirements, no manpower requirements have been developed fbr effective 
high blood pressure control in the black community or any other community. 
AS investigation and experimentation with this "fequlrements" issue begin, 
the role, efficiency measures, training, and delivery systems for high 
blood pressure control in the black community will be affpcted. The 
precise affects are 4ifficult if not impossible to project. However, 
there is little doubt that they will significantly benefl.t the black 
community irv. the long run'. This item, required manpower, is one of the 
most highly charged and i<nportant , issues as it relates to black health 
professional manpower and the high blood pressure control process. 

Investigation is, necessary to examine the acceptance 
policies and operation of medical schools as it relates to blacks. During 
the last 3-4 academic years, the acceptance rate for black applicants to 
medical schools has decreased from approximately 44 percent to 38 percent. 
Of''the^6,617 applicants to medical schools in 1978, 7, percent, or 2,564, 
were black representing a 3 percent increase from the }1977 black/ applicant 
pool of 2,487. 1 

The Bureau of Health Manpower indicates in its booklet 
"Influences of Preceptorship and Other Factors on the Education and Career 
Choices of Physicians" that nonwhite^tudents prefer the innercity as a 
practice location) given the need for high blood pressure con^ol in the 
black community, which is the character of most inner cities, the need 
for an increase in matriculating black medical students is intensified. 
Further, we know from statistics that black medical students have ^ 
traditionally been concentrated in the primary care specialities at a 
greater rate than the ilational average. Presently, the concentration in 
primary care specialities by black students is well above 60 percent. 
It is of direct benefit to high blood pressure control in the black 
community to have «an increase in the aggregate, numbers of black physi- 
cians and specifically primary care physicians. - 

There is am urgent need to examine the acceptance 
rate for black applicants to ^hools «^f dentistry, pharmacy, podiatry, 
and optometry. 

Investigation is necessary to examine the acceptance 
policies and procedures of schools of dentistry, pharmacy, podiatry, and 
optometry. As the acceptance rate drops off for these health profession 
schools, so do the long range benefits to our society. in the form of 
services to the black community. It is of direct benefit, therefore, to 
high blood pressure control in the black community to increase the supply 
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prMaure. and foUowup of paraona auf faring from high blood 

blaak n..r.««- ^Saa , "^"^ * "^^'^ ^° examine i:he 4ocept:^(nca rates for 
orJofiM aaaociate degree, baccalaureate Segrae, nurse 

practitioner, and doctorate degree programs. ^ J 

in«— 4.1 . ^'^^^ aforementioned health professions, further 

i^^ri?- necessary to examine the acceptance pJJicies and pJoce- 

functioning oE the najilth care team providina servlre t-ri ^>l-> 

munity and, as such,^^.nns the backbone for L'J^'cLr.aJ^oJjR"' T' ■ 

Ja;ion"f b^'. ^^'"''"^ ^ ^""--^ accept'cH^maSicu- 

lation of black nurses, specifically at the advanced degree U 



els. 



* ... ^, ' TheJ^® is a need to increase the numbers and cercentaae 

^^^^^ 

medical graduates. Black representation in internship and residency 
programs in 1968-69 academic year was 1.9 oercent an/ 1 7^,1! ! 
tivelvi in 1C171-70 o o \ Z percent and 1 . 7 percent respec- 

tively, m 1971-72, 2.3 percent and 1.9 percent; in 1974-75, 4.3 percent 

1970-71, 3 8 percent, 1972-73, 5.5 percent, 1974-75, 6.3 p^rc;ntn"6-;7 
6.1 percent; and 1978-79, 5.7 percent. percent; 1976 77, 

V, . "^^^^ figures indicate a slow but steady decline in 

the numbers of black students being admitted and matriculating through 
medical schools, with the historical incentives to increase the suX 
of physicians and emphasis that has been placed on encouraging the 
production of black physicians, there appears to be U^e Reason for 
such low representation of blacks in medical school. Further with hh« 

SL°r::se°i"n°:S;i1t' ^^^^^^^-B' there'LTc^r^es^SLg 

decrease in admittance rate and first-year total enrollment of black 

students. As was indicated earlier, high blood pressure control in the 

black community suffers with a decrease of black'^medical scS" gradS^Ls. 
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Th«ra ia a need to tnoreaee tha number and paroantaga 
of aqtive black dantiata and the number and percentage of atudenta enrolled 
in BOhoola of dentiatry. 

Invaatigation ia necesaeairy to examine the recruit- 
ment, retention, and operating policiea and procedurea for dental achoola, 
apeoifioally aa it ralatea to blacka. Black dentiata make up approximately 
2.3 percent of the active dentiat population i-n the U.S. Graduation 
figurea for the achoola of dentiatry between the yeara 1971 and 1976 
ahowai 1970-71, 53 black atudenta or 1.5 percent; 1971-72, 74 or 2.0 
percent; 1972-73, 110 or 2.8 percent; 1973-74, 154 or 3.4 percent; 1974- 
75, 187 or 3.8 percent; 1975-76, 213 orv4.0 percent. 

There ia a need to increase the number and percentage of 
active black pharmaciata and the number and percentage of atudenta enrolled 
in ahcoola of pharmacy. ^ 

There ia a need to increaa<^jthe number and percentage 
of active black pharmaciata. There should be1|p examination of the 
operating policies, and procedures for schoc^ls of pharmacy, specifically 
as they relate to blacks. Only 1.8 percent of the active pharmacists in 
the U.S. are black. The number of black students enrolled in the last 3 
years in schools of pharmacy during academic years 1971-72 through 1976-77 
are as follows; 1971-72, 618 black students or 3.8 percent; 1972-73, 659 
or 3.7 percent; 1973-74, 619 or 3.0 percent; 1974-75, 727 or 3.2 percent; 
1975-76, 915 or 3.8 percent; and 1976-77, 938 or 4 percent. More than 
50 percent of the black pharmacists students in academic year 1976-77 
came from Florida ASM, Texas Southern, Xavier University, and Howard 
University. 

The pharmacist plays a significant role as part of 
the health care team servicing the black community and as such is necessary 
in the high blood pressure control process. The number and availability 
of black pharmacists is of great importance to the process. The role 
contribution" of the pharmacists in the high blood pressure control 
process harbeen suggested in chapters III and IV of this report. 

There is a need to increase the numbers and 
percentage of active black podiatrists and the numbers and percentage of 
students enrolled in schools of pediatric medicine". 

Investigation is necessary to examine the recruitment, 
retention, and operating policies for schools of podiatry, specifically 
9S it relates to blacks. Further, it would appear advisable to secure 
a random sampling of attitudes and information availability in the black 
community regarding pediatric medicine. 

While the numbers of black podiatrists remain small, 
representing approximately 3.6 percent of the total active podiatrists, the 
progress among schools of podiatry for recruiting more blacks has not 
been impressive. In academic years 1971-72 there were 27 black students 
enrolled or 2.1 percent; 1972-73 there were 23 black students or 1.8 per- 
cent; 1973-74 there were 31 or 1.9 percent; and in 1976-77 there were 73 or 
3.3 percent blacks. 
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♦ podiatriBtB play a aignifloant role as a part of the 

health oare team adrvioing the blaok' community and aa auoh, are important 
in the high blood preaaure control procaaa for the black community. The 
role contribution" of podiatriata in the high blood preasure control procaaa 
ia neceaaary and has been auggeated in chapter Hi and IV of the report. 

There is a need to examine the designation prooess 
for health manpower shortage areas and its relationship to black inner oity 
health manpower shortage areas. 

The question of health manpower phortage area 
designation as it relates to high blood pressure control in the black 
community and the requisite supply of black health manpower is of great 
significance. Should the designation of shortage areas overlook blighted 
black communities in need of health manpower , black providers, required 
to pay back the Federal Government ^^hro\w^h service to the community, will 
be unable to be of optimal assistance. 

There is a need to examine the less than adequate 
representation of blacks enrolled in master's degree and d6ctorate degree 
nursing programs. 

* Further investigation is necessary to examine the 

recruitment, retention, and matriculation policies and procedures, as 
they relate to blacks in diploma, associate degree, baccalaureate degree, 
master's degree and doctorate degree nursing programs. The academic year 
1974-75, as reported by the Bureau of Health Manpower in a dratt report 
on minorities and women, showed a total of 9.2 percent of the graduates 
from nursing programs were black, with the black percentage being 7.5 / 
percent in diploma programs, 10.4 percent in associate degree programs, / 
and 8.6 percent of the total number of graduates in baccalaureate degree * ^ 
programs. For the same academic year. Urban Health in its July/August 
1978 issue's article by Audrey L. Bxirgress, Ed. D. , R.N., reported a 
total of 4.66 percent black graduates from nursing programs with diploma 
programs; 5.6 percent in associate degree programs; and 5.2 percent in 
baccalaureate degree programs. The article further indicates the 
black enrollment in the baccalaureate programs in 1974-75 was 7.1 
percent while the BHM draft indicates 9.3 percent. Clearly, the data 
offer disturbing discrepancies. Further clarification is necessary. 

Investigation is necessary to examine the possible 
impact of changing the educational req\iirements for professional nurses, 
specifically as it relates to high blood pressure control in the black 
community. While the educational requirements for professional nuring 
have not changed, the trend toward the baccalaureate degree requirement 
is clearly visible. Given constraints of time, money, and the ever- 
present resistance to career mobility, the hardest hit by such additional 
requirements would be the black nurses. Currently blacks comprise 
approximately 8 percent of all nursing and 3.6 percent of registered nurses, 
it is therefore of vital importance that no changes be enacted which 
negatively effect the number of black professional n\irsese 
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Th«r« la A nMd to •xamln^ th« poiSibU mttmot ot th« 
•llmlnation of oapltation gimnti on thm black oommunlt^y ind blaak htmlth 
manpovmr supply. 

Xnv«atlg«tlon Is nsasssAry to sxamlns th« rslstlonshlp ^ 
bstw«#n oapltlitlon losasa and th« h««lth o£ th« blaak oommunlty, apaolflcAlly 
Afl it ralatAA tp high blood praaaurA control • 1»ia cApitAtion grAnta cAma 
About AA a raault of tna Haalth Profaaalonal ttAining Act of 1971 and 
aarvad aa an incantiva to axpand tha anrollmanta in aalaotad haalth 
profaaalona. Capitation rooniaa in 1976 foouaad on apacific araaa of 
haalth minpowar^ tha primary cara providar* Tha advant of capitation 
oorraapondad with art incraaaa in black hailth manpowar acroaa tha l^pard. 
Tha quaation ragardtng capitation ia twofoldi ' a) Will tha alimination 
of capitation raduca f urthar numbara of black haalth manpowar? and, b) 
Will tha black community auffar loaaaa of black primary haalth cara 
providara? 

Thar a would ba a diract ralationahip batwaen loaa of 
capitation monias and high blood praaaura control in tha black community. 
Should tha number of primary care practitioners ba reduced aa a raault of 
capitation declinea or losses, high blood pressure control in tha blaok 
community will suffer because of its dependence on primary cara personnel. 

There is a need to examine the effacts of the dwindling 
availability of public financial assistance, to Institutions and individuals, 
on tha black health manpower supply. 

Investigation is neoessary to examine the relationship 
between decreased public financial assistance for institutions and 
individuals and the health of the black community, apeoifically as it 
relates to high blood pressure control. While the possible elimination 
of capitation monies serves as a good example of decreased public financial 
assistance, the entire public policy trend, specifically as it relates to 
the supply of health manpower, is toward a reduction in support due to 
projections of adequate dverall supply. 

■^^ There is a need to examine alternative financial 
assistance possibilities for increasing the black health manpower supply, 
specifically as it relates to high bloodspressure control in the black 
conomunity. 

Investigation is necessary to examine alternative 
public and private sources of financial assistance for institutions and 
individuals as it relates to the supply Of black health manpower for high 
blood pressure control in the black community. Alternatives must be 
found vrtiich do not constitute negative influences on the supply of black 
health manpower or the high blood pressure control process in the black 
community. 
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" - Th«yt !■ A h««d to •xnmin* t;ha imp«ot qt cIsaraMttd 
^•■ouraa «v«il«l?illty by th« pubXia ■•otor for black h««lth m«npow«r 
produotion. . 

. . ^ ^ Inv«iftl9«tion It naaasMvy to •xamlna th« met»ot of 
^tr«nd« toward. d«ar«aa«<l t^ipourcaa m manpowar aa It ralataa to high blood 
praaaura control in tha blaoK oommunity and tha availability of black 
haalth manpower. Tha amphfalp of tha Fadaral Qovarnmant ovar tha laat 20 
yaara haa baan on incraaaad|pyoduction in moat catagoriaa relating to the 

«o» "Public good,'' oertalnly Increaaed production 
^^,5**i! I>5o«««i«ion*la, La?ialativa initiativea have aupportad manpower 
production by the ei^ctmant olj^itha Haalth Amendmenta Act of 1956» PL 86- 
72 Public Health Sf^vicea Ad t Amendmenta of 1960j PL 86-798 Public Health 

J!*!o'?!!o°""^"' ^ Service Act Amendmenta of 1962, 

PL 88-129 Health Profeaaiona Ed^cation Aaaiatanca Act of 1963 r pL 88-497 
Graduate Public Health Training ^Amendmenta of 1964, pL 88-581 Nurse Train- 
ing Act of 1964, PL 88-654 LoanI to Students of Optometry, PL 89-290 
Health Prof easiona Education Aasiatanca Act Amendments of 1965, PL 89-291 
Medical Library Assistance Act of 1965, and PL 89-751 Allied Health Pro- 
fessions. «■ 

- . There is a need, to examine the alternatives to the 
National Health Service Gorps (NHSC). ^ 

Investigation is peeded to examine long-range 
.alternatives to the supply and distriBution of health profession manpower, 
specifically as it related to .the control of high blood pressure in the 
black community. While the NHSC provides an opportunity for students to 
complete a course of study in a selected health profession, the access is 
limited. In addition, the NHSC is one df a number of programs set up to 
increase and specify the numbers and typ6 of health manpower trained in 
the U.S. Given the Increased cutting back of federally supported programs 
similar to NHSC, what alternatives-, exist for the efficient utilization 
and distribution of available resources? 4 

This concern is especially of great import to the 
high blood pressure control process in the b^Lack community and the supply 
of black health manpower. The National Health Service Corps itf-'a short- 
term approach to problem-solving. NHSC will not continue through the 
year 2000, the 20th year of the proposed national effort to control black 
hypertension. r. 

The^e is a need to examine the eligibility 
requirements for application and acceptance intd'-.the National- Health 
Service Corps. ' ' 

' 4 ■ ■■ 

Investigation ita necessary to examinp the existing 
eligibility requirements for the National. Health Service ' Corps and the 
possibility of focusing the program of disadvantaged students. The 
National Health Service' Corps came into existence to, increase the number 
of primary health providers in health manpower shortage areas. Should 
the program have as its primary behef ipiarites disadvantage* students, the ^ 



program would, havt thm pofe#ntoi«l to add aignlf ipuntly tp tYm ivipply o« 
blaak haalth manpowar, «paaiftaally for high blood praliiur* gontrol In 
the blaok aomj(nunity. 

Whils tha aaat 30 yaara w«ira apant building « produotion 
ayatam wifcK aignlfioant «uppbrt from tha public wotor, tha trtnd now ia 
to lat tha ayatam oparata at praaant oapaolty with a timad pha«a-out of 
public iupport. Important to no'ta ia tha fact that tha Uat 10 y^are aaw 
tha graataat puah for produotion and, oorraapondingly# tha grsatast 
incraaaa of black hanlth manpower. Howavar, naithar tha.numbara nor 
parcantagt of blaoka haa corraapondad to or banafitad from tha maaaiva 
incraaaa in raaourcaa or health manpower over tha laat 20 yaari. Tha^ 
laat a yeara of atatiatica for moat of tha health profeaaiona ahow a^ 
leveling off of black health atudenta and incre<iaed difficulty in ^nancing 
the education. 

The trend toward leveling off manpower production and ^ 
increaaed amphaaia on primary care# diatribution, and educational aubaidy 
tied to aervioing the needy public # cauaea increaaed concern for atabilising 
exiating gaina by blacka in health manpower. Further # it demanda additional 
analyeia for creating new health manpower entry mechaniama fnd efficient . 
utilization, of existing channela. Thia is of paramount importance to 
preaent any future availability of black health manpower for high blood 
pressure control in the black community. 

- There ia a need to examine the impact of increased 
numbers of black women in the field of medicine, pharmacy, podiatry, 
optometry, and dentistry on high blood pressure control. Investigation 
ia necessary to examine benefits gained by the increased supply of black 
women in medicine, pharmacy, podiatry, optometry, and dentistry. The 
ratio of black women to black men in both medicine and dentistry is 
higher than the proportion of white women to white men. What will be 
the overall effect of the increased proportion in the provision of high 
blood pressure services to the black community? 

* " There is a need to examine the alternatives 
available to black colleges in the training and development of black 
health manpower. 

Investigation is necessary to examine the current 
difficulties experienced bf traditionally black institutions in producing 
black health manpower which institutions are experiencing increased 
difficulty maintaining financial stability. Large numbers of blacks, 
along with the black community, stand to lose should these institutions 
suffer significant funding problems. 

There is a need to examine the requirement for black 
health manpower by 1990. 

Investigation is necessary to examine the requirements 
for black health manpower by the black community as it relates to high 
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blood iWMiuvt^oonbrol. <m* vq^tmm%i hne teh* tottl ro«n|K3w«)r h«v« 
lM«n 9Voj«a««(l ^iwouffh 1990 1 ' , \ 
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Nurana i P 


616 to 653 par 100,000 



\ * ll*^ msntipn is mAm in any of ths projsotions mmt 

forth for bUflk h««|t)i m«npowsr. taowsvsr, in t«m« of th« dtotaation, 
trsAtmanti^ndl fol^^ of high blood prMsurr in thm black aommunity, 
•uoh I^oj^^nJW* 5ff»WM«aryi In vi«w of thm «for«iantion«d information, 
that 90 pardi*t otfl^ black jphyaician'a patianta ara black oonparad to 7 
parcant for tJ^ nonWL#ak^phyaician,^ha prbjaqtiona for black haalth 
manpowar bacoiM tramiwt^^ importartt. 



^mtm\im a naad to axamlna tha affaot of Araa Haalth 
Kducation Cantttra oi^hgri^aing tha numbar of quaUfiad black haalth 
manpowar. ^ J 7 

r I'i^^tigatlon ia nacaasary to axamina tha impact of I 
Araa Haalth^|%Jicati9njCintt?a-0n btack haalth manpqi^r and high blood i 
prafaura cc^itrbl in* tMa black community. Tha Araa Haalth Education 
Cantar« vara formad alN^^reault of tha 1971 Manpowar Act (PL 92-157) for 
tha proviaion of aliirAativa aducation axparianoaa for haalth profaaaiona 
atudant^. T)ia progilj^ attampta to provida linkaga8^)]iatwaan institutions 
and tha comftlunity and/ as a diraot product, ancouraga health profassionala 
to looata,4n areas in great need of health services Tha goals and objectives 
of this tfcogfra^se^ for high blood pressure control efforts 

in the blfckp» Thus, it would be helpful lip; know what programmatic 

efforts have.iie^h implemented or are envisioned in t^is area. 

There is a need to examine the barriers to increased 
black research manpower as it relates to high blood pressure control. 

Investigation is necessary to examine the relationship 
between black research manpower and high blood pressure control in the 
black community. It is approximated t^t less than 2 percent of the 
biomedical research majipoweff is black, and less than' 0.5 percent of 
researchers involved in high blood pressure* control are black. Some of 
the suggested barriers include l^k of information regarding opportunities 
for black students; cultural resistance to research careers; lack of 
adequate preparation of black students in the sciences and math; and lack 
of financial resources to underwrite the academic preparation. 
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|iiroQf««i in provliUna iftiMrah appprfcunitelii Cur m4nai?it;4«i through fch« 
Hlnarifcy Mypurttnilan HtM^rah Dtvtilopm^nt; iummur Program, th« Minor Uy 
j\qQ«i« to tMiM^rah c«r«(tri ?ra^iim«^ «^mt'tht Minority aioiA#ilia«l Support 
Prosjriim, th«ri> rsm^iini m in*d<iqunit# r«pr«ii«ntation by bUoK* Agtiv# 
rd«4i«roh«rii «m1 ni ntudtntNi pumuin^i rtninroh aurttri^ 

♦Xlmr* i« A n#iid to •H«min« th« barri^rg txy lniar«A«iing 
th« number oC bluok ooll^flM and unlviiriilti«« r«a«ivinsi grant funda for 
lnor«A0ing manpowor in thm baaia rttnnaroh Nai«ino«ni« 

Invci«tl<j«tion in nAoaiiiiiiiry to ^HAmino th« r«ilAt ionflhip 
b^twttan inor«a«ing th« rw^Aroh aap«billty in blaok oolUgAii and high 
blood prAMAUCA aontrol in th« blaok oommunity* Whil^ At leaAt an« of 
thA lArgar blAok inAtitutiona ^ Howard UnivAraity, doaa participata aaa 
primary oontraotor or grantaa in tha Minority High Blood PraaaurA SummAr 
Program through tha National Haart, Lung, and Blood Inatituta, thara 
Appaara to ba littla involvamant of othar black collagaa aa primary 
aitaa for raoruiting and training rainoritiaa aa raeaaroh manpower. 
Suggeated barriera for the black oollegea include i hiatorical lack of 
public and private aupport for raaearch^j lack-olf neceaaa;ry equipment; 
lack of qualified peraonnel; lack of ^oper technical aaaiatanoe; unce- 
rtainty regarding grant aupport over time; and past and present lack 
of black and/or other minority representation on advisory councils, 
^grant review committees, and Federal Government ,8taff . 

3. Recommendations 

The recommendations which follow were developed by the 
National Black Health Providers Task Force on High iBlood Pressure Control 
with* the major focus on active implementation either in the form of 
legislation, policy formation, or operational procedures. 

Racommendation 1 ; That initiatives be undertaken to ensure 
a more representative involvement/ employment of blacks in the health 
care industry of^the U.S. by the year 2000. The following numbersand 
ratios wuld represent meaningful progress for physicians, nurses, 
optometrists, pharmacists, dentists, and podiatrists . 

' Physicians: Ratio of 300 per 100,000 black pbpulation; 14.4 

per 100,000 total population or 36,00 total; total 
medical school enrollment at 20 percent by academic 
year 1982-1983. ^ 

Ratio of 89.7 per 100,000 per black population; . 
4.3 per 100,000 total joajmiation; or total 10,759 
dentists; total dental school enrollment should be 
increased to 20 percent by academic year 1982-1983. 



Dentists: 
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,Qpte(NA«l»riitiii U%iQ Qt iO.8 iMir 100,000 bUok pufuUUani 0.1 ptr 
100,000 tQtul |K»9ui|ition we fail m«l ojptsoffltferiiteii 

»odlitrl»tii mtiQ 0t 9.3 iOOiOOO hUok popuUtipni 0,8 ptr 
^100,000 toul population ox Mil total podlAtrlitii 

«nrollmtnt Ar^ aohooli o« 'podiatry ahould lnar«a«« 
by ao ptrotnt by aq«4«mlQ y«ar of 1982-1983. 

Pharmaaistsi Ratio of ll.l par 100,000 blaoH populationi S.3 par 
100,000 total population or 13,331 total pharmaoiatii 
total anrollmant in aohooli of pharmaoy ahould ba 
iVtoraaaad to ao parcant by aaadamlo yaar 1981-1982. 

Ragiatarad 

Nursaai Ratio of 1,356.7 par 100,000 bladk populationi 60.8 

par 100,000 total population^ total anrollmant in 
aohoola of nuraing ahould ba inoraaaad to 20 paroant by 
aoadamio yaar 1981**1982. 

0 

Raoommandation 2 t That an inatitutional aupport program 
ba authoriaad to provida financial aaaiatanoa to Haalth Profaaaiona 
gduoation Inatitu tiona that maintain a minimum blaok total anrollmant of 
12 paroant black haalth profaaaiona atudanta . '^■^ ~' 

Racommandation^ i That financial incantiva proqrama ba 
davalop ad for tha haalth profaaaional aohoola of traditionally black 
inatitutiona to in oraaaa tha aupply of black haalth manpowar. Thaaa 
proqrama ahould ba lonq-ranga propoaitiona of 10 yaara or mora and 
adaquata ly fundad to avoid financial distraag and to ansura atability on 
tha part of tha inatitution . 

Raoommandation 4 i , That the deaiqnatad health manpower 
ahorta^e areas ba expanded to include more black urban innar^oity 
communities that now suffer a marginal identity . 

Designations are based on population-to-practitioner 
ratios. Currently, designations are based on ratios higher than what is 
defined to be adequacy levelal. This is done supposedly to "service high . 
levels of unmet need." The result is that numerous communities are left 
in the middle, between shortage and adequacy. Should the designation be 
made in favor of those communities in the middle, we will see increased 
designation of urban black communities which, among other things, are in ^ 
need of high blood pressure control assistance. 

Recommendation 5 ; That the recipients of NHSC scholarships 
and other service conditional awards be exempt from taxation on the 
scholars hip portion of their income. With the reduction of NHSC stipends^ 
taxation becomes an unwanted burden . 

Recommendation 6 ; ' The task force recommends that the 
Health Education Student Loan Program be ^adjusted to ease the burden of 
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ff<,w,Yiffni ^y..^hf i|\t#n,i< «Bf^HtftiUy.,mil..isa»i.l iQ..|lil.-. 
,l i flti JI ^JS|l i f i .,i. i ! fti M l .,. ilM i ifijlJ l i'.. . .9iiiuuiH !ii i i 8fli i i i. iL13 ii JB ji J iiBi .IM * ■ ^ / 

4tfet9il<giii .^Uftlatn^i jimsL^J^^ .9l.Mg>Lltel.Maij^^ 

KKiMnpltt« might inuiu<l« liaK«a«i» with an f^mm H«aLth k^uciii- 
tion CsntniTtti oxMtlon of a uoinmunity hmmmi nutrition «^«i»t«r mvl oo-op 
Coo<l purohAHiny «#i:via#i creation of n aoimnunity gounii«liayi m«u\^ 

t«n«na# and hisih blood pr€ft«utii ttdCication o«nt«ri or linkngtiv with •iciMtiny 
bI«ok h«alth m«npow#r tmmo\xtomf$ in th« aommunity« 

H<<il^romwdimtion 10 1 That th» pro^yiuaftf which for^ivf y>vii^itn<4 
and m4idjf.oal atudant loiin» through iarvigt hmlth' i!^nj?Qw»r ihorta^t 
araaa ba axf nd»d indafinltaly and b# axpandad to inoluda othar pyofajjioni 
-"^-podiatryi optomatryi phaymaoy^ dantiatry * 

Raoommandiition 11 1 That morf monjaa ba aarmarl^ad for ^ 
blaok^ colla^a and uniyaraitlaa for tha daval^j f ^ raaaaygh training 
proqrama^ apaolgi o ally af thay ralata to high blood praaaura raaa.aroh ^ 

Raoonwiandatlon 12 1 That^raqiatarad nuraaa ba inoludad 
among tha othar haalth profaaalona aaaaaaad in tha daalqnation and 
aaalgnmant of haalth manpowar ahortaqa araaa # 

Racommandatlon 13 i That amallar' gaographlc unita ba 
utlllzad in tha daalqnatlon of haalth manpowar ahortaga araaa in ordar to 
addraaa tha unracognizad and acuta manpowar ahortagaa in tha Innar city t 
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Mrti,..JIii^, lxntii.l..,..,li,tiii 

!• irw f«»i«t off H4fii hXm* ttpm Umk miMm, ifi4 |*»t4«m«r4y 

MMAf Matt NltMM «h« ««§• «f y 4f 14, tm m» m Mnmm ft^artetnf 

Ot%«n, p«r«nla ot jmiwljptVMM, Altehouiih n«v«r <liiifno««d a* having hii4 
bloo4 »r«Mu««r aufl«r«4 lil<ln«y or h««ri 4iM««i, or ifcrok*, any 

hiatofioally, Mny blmtka mw^ 4*ni«4 mxims to h«al«h Mtviaa* wh«r« 
a4«fiioMit *l«h% htv« iMi«n M«l«, 41 4a note ■ur|^r4i4n« that fch« 4no44«no« 
jof kiOnmf and hoajrt d4Ma««f, aturoka and othar a41««nt:a ooald hava davalou«d 
M" tha abaanoa o« prav4oua ldant4f4oafe4oin of alavatad blood pvaaauY*. 

Anothar CN9ntr4but4n« factor to tha laoH of high blood 
praaaura dataot4on and d4a«noa4a aifton« blaoka may ba 4nadaquata hlatory taking 
by aoM haalth oara pvov4dara or thalr a^pIK>rt ataff . Th4a d4ffiaulty la 
furthar anaoarbatad If tha provida* or h4atdry-takar la aneam4l4ar with tha 
>gumaaular aa^loyad by nany blaoka « if tha blaoka ara unfamiliar with th« 
«SrM4nolo«y a«ployad by many providara and 4 f tha prov4dara do not raoonniia 
that aarta4n oultvirally^rootad haalth ballafa. among aoma blaoka muat ba 
undaratood 4n ordar to oonprahand fully tha familial baokoround and 
ourrant atatua of tha blaok oh4ld and 4ta family. 

Tha Amarloan Aoadamy of Mdiatrloa atataa that chlldran 
fro« famillaa auoh aa thoaa daaorlbad abova may axhlbit a tandanoy toward 
high blood luraaaura aa aarly aa aga 2, particularly in inatancea whara 
both paranta hava baan dlagnoaad aa hyp«rtanaiva. 

■vary ohlld^lth a family background of high blood praaaura 
will not automatically auftar from tha dlaaaaa. Many chlldran without 
a family background of high blood praaaura davalop tha dlaaaaa. Howavar, 
alnca aoma atudiaa indloata an Inharltad auaoaptlbillty which may ba 
aotivatad by auoh factora aa atraaa, kldnay infaction, obaaity or'high r' 
aodium Intaka, tha taak foroa auggaata that theaa factors should ba / 
raoognlsad aa trlggara and avoldad oarafully. ^ 
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&g£^MWfiMyiiH..i * IftiAl Ail lia^ 

th« i«lti«|i# l«ifcyci#t ^Hi|iui4ftt iofi «(ft^v#4« l^Mi^ «jM^iiutt|;i|« , r«t4#r4iily ruti4iii4 

i»4ir«i#nt bluaki «iiJUiii4itig[ to iti«« H«4llth of rh«i iii ak04vAiit4ii|4i4 Ch^rt^Hiuk^ 
UHA^ i1^«it#fovii# th«i (Ai^k ffutJii iit4it«iii t\mi liiUfuimly «iiff#iU:iv«i, 

ly 44tt #tjt iiHi 4iii4 iU>aiiiVl ^k^'i vIuom Iti llmnt* h^nlth ^iit)«|iiim«i W<ml4 
t «iiiih i«t \|«i riuml>«f « of yiiln«irAl»t« hlndk f AmU mnA ii«tiy«i t(i> «tM«'oiii flii|«i 
t)oiif «44iritl ly niMiniioi <«4 |>rovi4#r« t o follow th«ilr |ir«otlo««« 

Kf ^oggjj#n<^# t |on 2 % Thfjt thf Modfl Ht^h 11 1.004 l»j^#iipiur<i 

^y u^l t i t!i} g * Such 4 |^>iin<ttl would ^ In th* uourii<i of ttii 
4«l ib«ri^t ioryi^ d««qr lb« t\\m mntmnt of blaok p«4i«itrio hiyh blood pir«iiiiiiu«i 
identify unlquii uh^raotiiiriMt iua of high blood pi««iiur«i Hi* it uppLiiiii to 
blauk ohildrtn «nd th«iir fAmili««# and ttno^urasjf« provider* to aon«id«ir moi:# 
carefully hiyh blood pr<i««ur« in history taking, d«t«otLon, tr«atjn«nt, 
counttfling and total haaith managamant* 

Racomroandation 3 i That tha labalinq of childran aa 
hypartanalva by providara ahould ba avoidad ao that an ovarall haaXth 
program ^ rathar than drug tharapy alona/ may ba implamantad * 

Juatif ication : Bacauaa drug tharapy for up to 70 years 
may ba unrealiatic, and the overall effect of such long-term therapy ia 
unknown at thia time, a comprehensive health program must be considered 
for hypertensive children. Such a program should include the monitoring 
aad counseling of families where elevated pressure has oeen observed* 
Monitoring would consist, of evaluation of salt intake, periodic pressure 
readings, and surveillance of other cardiovascular risk factors* Counsel- 
ing would consist of weight reduction or control methods, motivational 
support for physical fitness activites, and motivational support to 
prevent or terminate the use of tobacco or drugs* 

Recommendation 4 : That health providers include the 
families of hypertensive children as partners in the overall health 
program of their children* 
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EXHIBIT 16* Goal*, Objectives, Subobjectlves of HBP Control 



SUBOBJECTIVES 
1. To measure BP 



2. To determine If BP Is elevated 



3. To refer to diagnosis If elevated 



4. To take patient history, and conduct 
physical and lab tests 



5. To evaluate and correctly diagnose 

6. To refer to therapy 



7. To Initiate correct therapy 



8. To fin prescription 

a. To provide patient services* 



9. To follow through with therapy 
as prescribed 

10. To monitor prescribed therapy 



11. To adjust therapy (as desirable) 



12. To continue to fill prescription — 
a. To continue provide services* 

13. To continue to follow through with 
therapy as prescribed — 



14. To continue to monitor prescribed 
therapy 



15. To continue to adjust therapy 
(as desirable) 



OBJECTIVES 

To detect 
and refer 
to diagnosis 
those with 
elevated BP 



GOAL 



To diagnose 
and Initiate 
correct therapy 
for Identified 
hypertensive 
Individuals 



To Increase 
the number 
of people 
with 

controlled higl 
bloodr pressure 



To continue 
correqt 
therapy on 
patients ~ 
who start 
therapy 



♦Services related to adjunctive factors and behavioral approaches. 
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J« Financial Barriers 
!• Background 

This section of the final report considers financial 
considerations In the operational aspects of high blood pressure control 
(I.e., detection, referral, treatment, malntianemce) • 7\> resolve financial 
barrier questions, three sets of Issues must be considered. 

- For what services and products must payment be made? 

- Who will make the payment? 

- Who will receive the payment? 

* For what services and products must payment be made ? 

Essentially, there are no free high blood pressure control 
.services. Although the beneficiary of a service might not pay for It In 
(certain situations, the costs are borne by scxneone — providers, government, 
etc. The services and products for which payment must be made can be 
related to the high blood pressure control process outlined In the 
following exhibit. 

Generally, the products and services by phase can be viewed 
as having the following elements of costs. 

!• Detection and referral phase 

a. Providers and other personnel who measure blood 
pressure — Fees 

b. Providers and other personnel v^o refer and follow 
up on referral — Fees 

c. Facilities and equipment (usually a partial allocation 
of total Institutional or of flee costs to the blood ^ 
pressure program) 

2. Control phase 

*- 

a. Physician who diagnoses high blood pressure and manages 
the process of attaining goal pressure — Fees 

b. Drugs 

c. . Facilities and equipment (partial costs) 

d. Providers and other personnel who will assist patient 
in lifestyle changes — Fees. 

e. Providers and other personnel who will assist patient 
in adherence of regimen — Fees 
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3. Long-Term Maintenance 

Physician who adjusts regimen as Indicated and manages 
lo)fig-»term maintenance— Fees 

Drugs 

Facilities and equipment (partial costs) 

Providers and other personnel who assist patient In 
sustaining lifestyle changes— *Fees 

I) - 

Providers and other personnel who assist patient In ad-* 
herence to regimen (e.g., continuous motivation, adjust 
ment to side effects, etc.) — 'Fees . 

Who pays for the high blood pressure control services and 
^ products ? 

Viewed at Its most basic level, this question can be 
answered In the following ways: 

The patient can pay directly. 

■>•■'. 

Groups of persons can pay Indirectly through group 
Insurance, HMO membership or slmlllar arrangements. ^ 

*- The provider can pay by absorbing the cost of the 

service (this alternative may have an economic Impact 
of raising overhead expenses which could be added to 
the fees of all paying patients) . ' 

^ <- Combinations of ^the €Q>ove (e.g., deductibles paid by the 

patient with the remainder paid by a group of people, 
as In group health Insurance). 

None of the above (services not sought or received). 

Of special concern to the task force are those persons who are 
not able to pay. This Includes those who are ndt medically self-sufficient 
through personal resources or private third-party coverage and who are 
not eligible for public third-party payor programs that cover HBP services. 
These are the so-called "gray area" persons concerning whom recommendations 
follow later In this section. 

Who will receive the payment ? 

Generally, the practice acts In the several states govern 
those disciplines that can receive direct payment for services. Other 
personnel (e.g., paraprofesslonals) often may be part of the staff and 
cost structure of a provider In a covered discipline. The Issue becomes 
one of which providers should be paid for which HBP control services. 



a. 

c. 
d. 

e. 
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Related questions are ones of control of provider abuse and Inappropriate 
utilization by patients. Figure 1 of this section outlines a conceptual 
framewof^k for addressing the issue of who receives payment. Each cell in 
the matrix can.be used to indicate who should be paid, for what category 
of service, from v^at payment source. 

2» Recommendations 

Recommendation 1 : Persons in the financial "gray area" 
should be covered for hypertension therapy \inder a suitable public procyram 
such as Title XVIII (Medicare) of the Social Security Act or other suitable 
legislation . ~ ' 

The cost of caring for the sequelae of high blood pressure 
is d significant factjor in the Nation's health care costs. Without universally 
available health insurancL coverage/ a categorical approach is recommended 
to help preserve the healfh, lives and potential contributions to society, 
of persons in this "gray area" category who have high blood pressure. 

.. • . 

Recommendation 2 : The Medicaid programs should \indertake 
an intensive 5-year effort' to detect and bring into effective control 
hypertensives who are Medicaid recipients. This effort should Include 
drug coverage for antihypertensive medications . 

Justification : For welfare recipients Medicaid finances 
the outpatient and inpatient care of these recipients. State welfare 
systems provide income support. By emphasizing HBP services which will 
tend to prevent strokes and other disabling sequelae, the mechanism is 
established for reducing inpatient costs in the long run and for increasing 
the pool of productive persons for the work force. Provider and patient 
abuse control systems should be included in this effort. 

Recommendation 3 : Private third-party payors should be 
encouraged to include antihypertensive medications and treatments in 
their most widely utilized benefits packages . 

Justification : in the long run, employers, employee group 
members and the third-party payors can be expected to maintain a more 
controlled hypertensive population, ^reducing stroke incidence, etc., with 
the resultant increase in lifetime productivity and earnings. 

Recommendation 4 ; The Medicare program should be expanded 
to include drug coverage for antihypertensive medications . 

Justification : For older persons living on fixed incomes, 
each increment'' of health care cost can have a negative effect on personnal 
budgets. For some, the daily cost for blood pressure medication may 
pose an unnecessary barrier to compliance. By including drug coverage 
for antihypertensive medications in the Medicare program, this financial 
barrier could be eliminated. 



Figure 1. Analysis of possible provider payments by high blood 



pressure control objective^ 



OBJECTIVE 



Detection 



No fee 
except 
"ledlcald 



Control 



Maintenance 



PROVIDER 



Dentists 



No fee 



No fee 



Diet, 
Nutrition 
Counselors 



Salary 



Salary 



Salary 



Health 
Educators 



Salary 



Salary 



Salary 



Nurses 
Other than 
NP's 



Salary 



Salary 



Salary 



Optome- 
trists 



Mo fee 
except 
Medicaid 



No fee 




Ho fee 



Pharma- 
cists 



Fee, If 
follows 
NBHPTF Recs 



No fee 



No fee 



Physi- 
cians 



Part of 
regular 
fee 



Part of 
regular 
fee 



Part of 
regular 
fee 



Podia- 
trists 



No fee 
except 
Medicaid 



No fee 



No fee 



Screeners 

Non- 
Providers 



Salary 
or 

Volunteer 



Salary 
or 

Volunteer 



Salary 
or 

Volunteer 



Social 

Workers 

(Clinic) 



Salary 



Sal ary 



Salary 



q Q 

O ^ vy 



Reoonanandatlon 5t The appropriate Fadaral acrenclaB should 
make arranqeaenta t o aaaure that persona partlolpatlng in high blood 
praaaura ollnlcal t rlala have adequate financial meana to continue 
antihypertenalve teglmaha at the concluaion of auch trials > 

Juatlficationt Persons participating in clinical trials 
often have acceaa to model delivery systems which are free of the types 
of ^nancial conatraints found often in more typical conmunity delivery 
systems/ The task force's view is that volunteers who have served the 
interests of the scientific community and the public by participating in 
such trials should be able to receive care in an effective delivery system 
once the trials have been concluded* Financial barriers may prevent some 
persons from participating in an appropriate system* 

The task force believes that designated Federal agencies 
should provide such counseling, referral or direct assistance as may be 
required to assure the removal of financial barriers to care after the 
conclusion of clinical trials* 

3* Issues for Further Study 

A. Cost benefit analyses need to be developed for long-term hbV 
treatment* Conventional wisdom suggests that eunbulatory, low unit cost 
HBP services are less costly in the long run, than treatment of stroke, 
kidney failure, etc* Appropriate analyses need to be done on this topic 
to provide quantitative support for the health care financing entities 
to take the desired actions in this area* Models such as those developed 
by Sondik, et al*, may be helpful** 

B* The cost effectiveness of community-wide HBP registry systems needs 
to be ascertained* 

'\ theory, registry systems appear to present attractive mechanisms 

for nonduplicative monitoring of hypertensives; more rigorous studies 
need to be conducted to determine if such systems are applicable to 
decentralized pluralistic delivery systems of the type found in areas 
with significant black populations* 



♦Sondik, E*, et al*: An Interactive Computer-Based Model of a National 
High Blood Pressure Program* Paper presented to Fifth National 
Conference on High Blood Pressure Control* 
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C« The appropriate payment mechanism for health education and compliance 
support should be' analyzed for decentralized pluralistic delivery 
systems. 

Studies by Flnnerty,* Wei Ions** and others suggest that compliance 
Improves remarkably with proper support ^yst^emis. However, most of these 
studies have focused, on hospitals and health centers • Even In these 
settings, financing Is related often to short"*term grant support. Suitable 
long-term approaches must be found that can apply to all elements In a 
community's delivery systems* % ' 



* Flnnerty, F.S.: Hypertension In the Inner City. American Family 
Physician 5:80-81, March 1972. Also, Hypertension In the Inner City 
I. Analysis of Clinic, Dropouts. Circulation 47:73-75, January 1973. 
Wellons, R.V., et al.: Effects of Social Support on Adh^erence to. 
Therapeutic Regimens; Paper presented to Fifth National Conference 
on High Blood Pressure Control. " 
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Physician Assistants and Nurse Practitioners 



1. Introduction 

The physician assistant and nurse ^practitioner are known 
as "the new healthQpractltloners" because of their recent entry Into the 
health care professions In the U.S. ^ While the first training programs 
were started In 1965, it was not until 1971 that the training of physician 
assistants and nurse piftctltloners began to blossom. 'Oie Nurse Training 
Act and Ccjmprehensive Health MaApower Training Act of 1971 formed the 
basis for expanded training of the •'new health practitioner." As with 
the expanded prod^ictlon capability of medical schools, the training of 
physician assistants and nurse practitioners was encouraged in 1976 with 
the Health Professions Educational Assistance Act. The true intent of 
Increasing the numbers of health practitioners was to address the problem 
of providing quality primary care to needy populations both rural and 
urban. 

« .While the nurse practitioner and physician assistant have 

similarities, trhere are differences in training and function. The physi- 
cian assistant is trai ned t o respond to ccxnmonly encountered emergency 
care situations; take comprehensive health history; perform comprehensive 
physical examination; perfom basic treatment procedures; and perform 
simple diagnostic laboratory det^lnatlons. In addition, the physician 
assistant provides, service under the supervision and delegatory authority 
of the physician. Most training pro-ams for physician assistants are 
for 2 years and have a systemic emphasis similar to the physician's 
training. The nurse practitioner, on the other hand, must be a registered 
nurse and can be trained in a nxamber of different areas — nurse midwife , 
pediatric nurse, maternity nurse, psychiatric nurse. They can be involved 
in certificate progframs ranging from 3 to 15 months in duration or master's 
degree programs lasting 9 to 26 months. Further, their training tends 
to have a psychosocial emphasis, essentially expanding the nursing role. ^ 

Today the population of nurse practitioners and physicikn 
assistants continues to Increase with numerous questions regarding roles, 
responsibilities, future needs, and appropriateness. In view of this/ it 
was necessary for the Black Health Providers Task Force to examine thi 
relationship of the nurse practitioner and physician assistant to the \ 
high blood pressure control process in the black camnunlty. ^ 

2. Discussion 

The NBHPTF construed its charge as concerning primarily the 
traditional health professions. Thus, it was not possible to develop fully 
the roles of physician extenders due to time constraints. The following 
items have beei^ Identified by the National Black Health Providers Task 
Force on High Blood Pressure'^Eaucation Control for further consideration 
by the appropriate bodies. The items include the following: 

There is a need to increase the numbers and percent- 
age of active black nurse practitioners and physician assistants and the 
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numbers, and p^txientage of students enrolled in accredited nurse practitioner 
and physician assistant programs* 

Investigation is necessary to examine the recruitment , 
retention, and matriculation policies and procedures for nurse practitioner 
and physician assistant programs, specifically as they relate to blacks* 
With the number of active black physician assistants and nurse practitioners 
representing less than 5 percent of the total now practicing, the necessity 
for increasing black representation in these emerging professions is a 
priority* 

The physician assistant and nurse practitioner have 
begun to be recognized as significant contributors to the health care 
teeun servicing the black community, specifically as it related to the 
high blood pressure control process. Further Investigation of the "role 
contribution" of the physician assistant and nurse practitioner in the 
high blood pressure control process is necessary. 

- l^ere is a need to define the precise role, function 
and responsibility of the nurse practitioner and physician assistant, 
specifically as it related to Jthe high blood pressure control process, in 
the black community* 

Further investigation of the role of the nurse prac- 
tilULbher and physiciam assistant in the high blood pressure control 
|)roce8S is necessary. While the physician assistant and nurse practi- 
tioner have been trained generally to 1) perform full and complete physi- 
cal examinations, 2) take full health history, 3) develop appropriate 
assessments, 4) order and interpret laboratory tests, and 5) perform a 
number of other functions applicable to the provision of quality primary 
care, their provider role in the high blood pressure control process, 
specifically as it relates to the black community needs to be articulated 
clearly* 

- There is a need for clarification and definition of 
the physician assistant and nurse practitioner manpower requirements for 
the detection, treatment) and, followup of high blood pressure in the 
black community* 

As the roles of the health professions are defined in 
the high blood pressure control process, supply ratios and manpower 
requirements must also be developed. Further investigation and experi- 
mentation regarding efficient use of nurse practitioners and physician 
assistants is necessary before developing the requirement projections. 
While a major focus of utilization of physician assistants and nurse 
practitioners is directed toward increased primary care accessibility 
for needy populations, the precise requirement for these services in the 
black community for detection, treatment, and followup of high blood 
pressure remains unclear. 



3C!3 246 



Questions for clarification an^dsfinition rflating to the 
role of thef nurse practitioner and physioifl^^ in the high blood 



pressure contro 
vision: 



process are as follows^^tftider what circumstances and super- 



Should the N^|o4f^^ patient histories, conduct 

physical exa^|pifltion, and perform lab^ tests? 

Should the NP and PA initiate high blood pressure therapy? 

Should the NP and PA prescribe high blood pressure medi- 
cation? V 

Should the NP and PA fill the high blood pressure prescrip- 
tion? 

Should the NP a^nd PA adjust high blood pressure therapy 
and thus adjust drug dosage? 

Should the NP and PA prescribe medication continually for 
patients under control? 

Should the NP and PA fill the prescription continually for 
ients under control? ^ 

Should the NP and PA conduct followup histories and/or 
physicals? 

What are the responsibilities and liabilities of the NP 
and PA? 




There is a need to clarify the legal limitations and free- 
doms as they relate to the practices of nurse practitioners and physician 
assistants* 

Further investigation of state law restrictions, qualifi- 
cations, and requirements regarding nurse practitioners and physician assistants 
is necessajr'y, specifically as it relates to high blood pressure control in 
the black community. There is considMable question regarding the licensure 
and certification requirements for nurae practitioners and physician assistants 
throughout the ccacritr^, specifically as it relates to the limits of their prac- 
tice without the physician's approval or supervision. Examples of some state 
regulations relating to nurse practitioners and physician assistants are as 
follows (as of the summer of 1979): 

In North Carolina the nurse practitioner can prescribe 
drugs when part of standing orders but prescriptions 
must be countersigned by a physician within 72 hours. 
No refills or controlled substances can be prescribed. 

In Arizona the nurse practitioner can dispense prepackaged 
labeled drugs under specified conditions. They can regu- 
late or adjust medications and treatments as prescribed 
or authorized by a physician. 
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• In California the nurse practitioner In certain approved 
pilot programs can prescribe, dispense ^ and acknlnlster 
drugs. ^ 

In Michigan physician aisslstants are permitted to pre-* 
scribe other than controlled substances as a delegated 
act. 

In Missouri, Connecticut, Tennessee, North Dakota, and 
« Wyoming physician assistants 2a:e prohibited from the 

prescription and dispensing of drugs. 

The above examples of state regulatory Inconsistencies 
and conflicts regarding prescribing of drugs by physician assistants and 
nurse practitioners are of major concern when asses sln>g national strategies 
for the possible use and efficiency of nvirse practitioners and physician 
assistants In the high blood pressure control process In the black community. 

O^ere Is a need to clarify and define the cost Implica- 
tions relating to utilizing physician assistants and nurse practitioners 
In the high blood pressure control process for the black community. 

Investigation Is necesseury to examine the cost Implica- 
tions^ for utilizing physician eusslstants and nurse practitioners In the 
black community for high blood pressure control. Tt^s Is suggested by 
the use of nurse practitioners €md physician assistant In all settings 
(Institutional, solo practice, HMO, group practice). Jthe .reduction In 
salary costs (versus use of M.D. ) could contribute to an overall decrease 
In the cost of caxe* Should the benefits In cost savings be significant, 
the demand for and use of physician assistants arid nurse practitioners 
In the high blood pressure control process for the black community could 
be greatly Increased. The relevant additional questions are those of 
quality care and local acceptance. 

There Is a need to clarify the policy of the Federal 
Government and third-party payers regarding reimbursement for utilization 
of physician assistants and nurse practitioners in high blood pressure 
control. , 

. Further Investigation Is necessary to exeunlne the 
policies and operations of third-party payers and the Federal Government 
as It relates to services provided In high blood pressure Control. This 
should Include Investigation of the relationship between the Federal 
Government and thixd-party payers; the Federal Government and clinics; 
third-party payers and clinics; and the state government as a payer. 
These factors specifically relate to reimbursement for high blood press\ire 
control. Certain third-party payers In California reimburse 100 percent 
for services performed by nurse practitioners and physician assistants, 
however, this is not true for every state. The Federal Governihent experi- 
mented with a percentage reimbursement approach with little success. 

The question of reimbursement is extremely important 
for high blood pressure detection, treatment and followup in the black 
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coaintoiity, along wijbh projected utilization of physician assistants and 
nurse practitioners. 

Trtiere is a need to examine the quality of care provided 
by t)ie nurse practitioner and physician assistant, specifically as it 
relates to high blood pressure control in the blac)c community. ^ 

Quest'ions of role, utilization, and projected require- 
ments for nurse practitioners and physician assistants as a part of the 
health care teeuoi servicing the high blood pressure control needs of the 
^lack community rest heavily on the issue of "qiiality of care." Informa- 
tion i^ this area, will serve to direct use and acceptance of the role 
and function of nurse practitioners and physician assistants. 

There is a need to examine where nurse practitioners 
and phys;Lcian assistants choose to practice. 

Investigation is necessary to examine the practice 
locations (urban, rural, suburban) of black nurse practitioners and 
physician , assistants. In most instances the process of high blood pres- 
sure control in the black community requries hard work, limited monetary 
rewards, routine procedures, and can involve trying environmental condi- 
tions. Therefore, by review and assessment of the practice locations of 
the nurse practitioners and physician assistants, projections can be 
made for their appropriate utilization in the high blood pressure control 
process in the black community. 

- There is a need to exeimine the acceptance of physician 
assistants and nurse practitioners as a part of the health care team 
servicing the high blood pressure needs of the black ccinmunity. 

Further investigation is necessary to examine the ex- 
tent and nattare of acceptance of nurse practitioners and physician assis- 
tants (the new practitioners) by physicians, dentists , pharmacists, 
podiatrists, optometrists, nvirses and patients. The ability of the 
nurse practitioners and physician assistants to be productive in their 
service to the black ccnmnunity as it relates to the detection, treatment, 
and followup of high blood pressure is directly related to the acceptance 
of their role land function responsibility by other health professions. 
Therefore, it is required that f\arther investigation be conducted. 

There is a need to exeunine the effect of the organiza- 
tional structure and institutional goals on .the utilization, productivity 
and cost effectiveness of nurse practitioners and physician assistants 
as it relates to high blood pressure control in the black community. As 
the role and function of other health professions are defined for various 
practice settings and organiza^tional structures, specifically as it 
relates to the detection^ treatment and followup of high blood pressxure 
in the black community, it is necessary to analyze what, how, and where 
nurse practitioners and physician assistants fit into these settings and 
structures. 



3* Recommendations 



The r€K:ommenaations which follow have been developed by 
the National Black Health Providers Task Force on High Blood Pressure 
Education and Control with an anphasis on operational procedures and 
legislation. Additionally, the task fprce defines the reccsnmendations 
as directly related to the control of high blood pressure in the black 
coaanunity* The recooimendations are as follows: 

1» That physician assistants and nurse practitioners not be 

permitted to prescribe medication for high blood pressure 
contrdl without, a physician's approval and where states 
permit the prescription of drugs by NP's and PA's that the 
regulations be changed to be consistent with this 

recommencAtion. 

: 1 

2. That inequity, where it exists, of reimbursement to nurse 

practitioners and physician assistants must be .corrected 
aind appropriate reimbursement mechanisms be determined for 
their serviqe jn high blood pressure control * \ 



3. That special^ funding be^yiade available to nurse practitioner 
and physician assistant programs for recruitment and retention 
of blacks ♦ /■ 

^ 

A program of this nature is pa^^ifrularly necessary now given 
the relative nevfaaaC_>f-^tne programs, the level of support 
providejsLfby the Federal Government, and the under represent a- . 
tion of blacks in the professions* 

4. That the manpower requirements for nurse practitioners and 
physicians assistants, as they relate to high blood pressure 
control in the black community^ be defined by the Black 
Health Provider Task Force Constituent Organizations/ 
specifically as it relates to such factors as education, 
geographic population distribution, economics, and risk 
factors. ' ' ' 

5. That minimum certification and licensure requirements for 
nurse practitioners and physician assistants regarding the 
provision of high blood pressure control services to the black 
community be defined by the Black Health Providiers Task 
Force Constituent Organizations * 

6. That high blood pressure patients in the black community being 
serviced by nurse practitioners and physician assistants be 
required to be seen by a physician at least once a year * 

7* That qual^ity of care be defined for nurse practitioners ai^d 

physician assistants by the Black Health Providers Task C 
Force Constituent Organizations, specifically as it relates 
to the high blood pressure control in the black community * 
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App«ndlx. A 
SimMJUiy OF PROVIDER R0LB8 BY SBTTXMO 

During tha oourse of the nbhptf's dollberatlonsi aaoh provider 
working group< was requested to Identify those health servloe delivery settings 
In lAiloh Its assoolatlon's members were most aatlve« Vhiis, proposed roles 
(I for eaoh profession were defined for each such setting* 

^ . 

In analyzing the potential for Interaction and cooperation It must 
be noted that not all providers would be present In all settings* For example 
NBNA's members (registered nurses primarily) are not usually found In the 
offices of solo physicians* 

The following aggregation of settings has been used In this summary; 

"Solo" Practice 

Solo Practising Dentists • 
Solo Practising Physicians 
Nurses In Visiting Nurses Associations 
SolojAractlslng Optometrists 
Ehamaclsts In Independently Owned Pharmacies 

(Please note that the chain pharmacy role suggestions 
were comparable roughly to the Independents' roles* 
Barrier perceptions were different ^ however*) 
Solo Practising Podiatrists 

Community Health Center (CHC) /Health Maintenance Organizations 
(HMO) 

Dentists In CHC's 
Physicians In CHC's 
Nurses In CHC's 

Optometrists In Group Practice-type HMO's (This HMO role was 
perceived by staff as being comparable to CHC's*) 
Pharmacists In CHC's 
Podiatrists In CHC's 

Hospital 

Dentists In Hospital Dental Clinics 
Physicians In Hospital Outpatient Departments 
Nurses In Hospital Outpatient Departments and Emergenc]^, Rooms 
Clinical Pharmacists In Hospitals f. 
Podiatrists In Hospitals 

other ^ 

fjiyslclans In Group Practice 
Optometrists In^ Group Practice 
Pharmacists In C3ialn Pharmacies 
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OptQm«trl9t0 In Group Praotla««<"typ« HiM10*fl (This HMO role waa 
paroalvad by staff aa balng oomparab).e to GllC*8t) 
Vharmaolata In CHC*a 
Podlatrlata In GHC*8 



Hospital 



Dantiats in Hospital Dantal Clinios 
Physioiana in Hospital Outpatient Dapartmants ' 
Nurses In Hospital Outpatient Departments and| Bmergenoy Rooms 
, Clinical Pharmacists in HospitaLLs 
Podiatrists In Hospitala 



Other 



Physicians in Group Practice 
Optoroetrists in Group Practice 
Pharmacists in Chain PHarmacies 
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PRACTICE SETTING: SOLO 
Function 1, Subobject'i^e: To measure blood pressure 

Den tistry Medicine Nursing* 

1. Measures blood pressure 
accurately In a manner 
consliftent with scientific 
principles . 





a. 


^ Provides a quiet 
environment 


Perform 
Supervise 


Supervise 
Perform 


Perform 
Supervi se 




b. 


Positions patient and . 
equipment properly 


Perform 
Supervise 


Supervise 
Perform 


Perform 
Supervise 


ro 

CO 1 


c. 


Palpates pulse prior to . 

Aijcpijl f'Ai'i nn 


Perform 

OU per VI bG 


Supervise 
r erTorm 


Perform 
Supervi se 


1 


d. 

• 


Takes blood pressure in 
more than one extremity 
and/or position when indicated 


Perform 
Supervise 


Supervise 
Perform 


Perform 
Supervise 




e. 


Cormiunicates orally and in 
writing significant informa- 
tion to other health team 
members 


Perform 
Supervise 


Supervise 
Perform 


Perform 
Supervise 




- f . 


Records diastolic findings 
according to recommendations 
. of American Heart Association 


Perform 
Supervise 


Supervise 
Perform 


Perform 
Supervise 



* Visiting Nurses Association (VNA) Setting 
Q ^^Independent Setting 



Optometry 



Pharmacy** Pp^Ua^try. 



Supervise 
Perform 

Supervise 
Perform 

Supervise 
Perform 

Perform 
Supervise 



Perform - 
Supervise 



Supervise 
Perform 



Per;form 
Supervise 

Perform 
Supervise' 

Perform 
Supervise 

Perform 
Supervise 



Perform 
Supervise 



Perform 
Supervise 



Perform 
Supervise 

Perform 
Supervise 

Perform 
Supervise 

Perform 
Supervise 

Perform 
Supervise 



Perform 
Supervise 
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PRAGTiCE SETTING! SOLO 



Function 2. Suhobjectlvu: To cleteniHne If blood pressure Is elevated 



I. 

2. 



Recfieck blood pressure 
Calculate average values 



Utilize age/BP table to 
.determine recoiiiiiended 
action 

Inform patient of readings 
and the recoiiinended actions 



Dent is try 


Medicine 


Nursjna 


Perforni 
Supervise 


Perform 
Supervise 


Perform 
Supervise 


Perforin 
Supervise 


Perform 
Supervise 


Perfonu 
Supervise 


Perform 
Supervise 


Perform 
Supervise 


Perform 
Supervise 


Perform 

Refer 

Consult 


Perform , 
Refer 
Consult 
Supervise 


Perform 
Refer 
Consul t 



pjJtoiHetry PfmnMoc^ !M'piry 



Supervise 
Perform 

PerTorm 
Supervise 

Perforin 
Supervise* . 

Perforiif ^ 
Refer M 
Consult \ i 



(*erPoniV 
Supervise 

(Perform . 
.SuperN^ bet- 
ter form 
^ Suporvlfse 



ferfbrtii 

CDn^Ult; 
i4 



Perform - 
Super visie' 

Super vise 

Perform 
$uperv fse^ 
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SETTINQj SOlO 

Function 3, Subobjectlve: To refer to diagnosis If elevated 



10 
U1 







Dentistry 


Medicine 






Pharmacy^^ 


PpcHaHtrjif, 


1 


vOm^mCl proviuer wnu wim 
diagnose 


D £\y% vHn 

r er ronn 
Supervise 


O AM Fit ^111 

ror rorm 
Supervise 


rerrorm 
Supervise 


ror I orm 
Supervise 


rori oriii^ 
Supervise 


rerrorm 
Supervise 


2. 


Make appointment 


Perform 
ftei er 
Assist 


Perform 

Keier 

Assist 


Perform 
Assist 


Perform 
H e 1 er 
Supervise 


None 


Perform 

nerer 

Assist 


3. 


Followup to confirm 
kept appointment 


Perform 


Perfonn 


Perform 


Perforji 


Perforin** 


Perform 


4. 


Followup examinees 
not making or keeping 
appointments 


None 


Supervise 


Perform 


None 


None 


None 


4a. 


Note action In record 


Perform 


Perform 


Perform 


Perform 


Perform 


Perform 



* The pharmacist or his assistant would perform this activity only In exceptional c;ases (e.g* , patient Is a 
treatment dropout),, 

**Only in life- threatening situations. 
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mnm; mo 

function 4, SMbcilMfctlv^j To take iMtlent history and coiwluct rihyslcal ^nd lab tests 



0> 





Dentlstrv 


Mb<I1 r ill A 


fWrXtMSI 




IMianiiai:^ 


1. Conduct pAtinrit 
Interview (history) 


,Pi)rfonii 


Perfonii 

Suiiei"vl <%fi 


Perfonti 


Perform 


Perl or m 


2. Exainhio fundi 


None 


Perform 
Supervise 


None* 


Perform 


N(MI0 


3. Examine hoart 


Nfi If Ilk 


rorrorm 
Supervise 


None* 


None 


None 


4. Examine peripheral 
pulses 


Perform 


Perform 
J Supervise 


None* 


None 


Perform 


5. Recocjnize findings that 
sugcfest secondary forms 
of hypertension 


Perform 
Refer 


Perform 
Supervise 


None* 


Per form 
Refer 


Perform 
Refer 


* Extended role nurse nwy have a role In some settings. 


This needs 


further definition. 
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Junction 6, SubobJeeMvf ; Evulu^te iirKi (Maahosie carrec3tly 



1. IntarMrtit basic ftudle$ 



2, Qnkr ami 1nt«rp^'«t 

3, Evaluate ftmHrHjj!!! 

4, Explain findings ami 
nature of HBP control 
to patient 



Horn Par form 



Nontt 

Nona 
None 



Perfonn 

Perfonw 
Perform 



Perform 
Rofer 

Refar 
Par form 



tjfitit^ ''iylJ^.U^ 

Nona Nona Nona* 



Nona 

Nona 
Nona 



Nona 

Nona 
Nona 



Nona* 

Nona^ 
Nona* 



*rega1 r¥s^^^^ * 
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f line Don 6, i^uhohjwtlvit: |m rtirar U) %\\m A^v ' 

1. Hefer iMtleiit * Ham * Hrfam Varfom mm N.M»t* NiMi«i 

2, laUblllh MeMef to mm Tttiifom Perfmn. Noii^ jUmih Mniitt 

*■ FoUowup- referred Nana i'«r^o»wi I'drVom Ni>ii« , Hom tkm*- 

H^tim)t% who <ii<l mi • ' 
report 
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SCTTING:' SOLO 



Function 7. Subobjective: To initiate therapy 



to 
01 ■ 
so 



1. 

2. 

i 

3. 

} 

4. 
5. 
6. 



Set goal for BP reduction 

Develop treatment plan 
(e.g. , stepped care) 

Educate patients re: HBP 
1 ts compl ications import- 
ance of therapy, potential 
compl iance difficulties 

Recommend adjunctive 
measures 

Help alleviate pathogenic 
psychosocial stress 

Identify behavioral aids 
(e.g. , biofeedback, 
meditation, etc.) 

Handle HBP emergencies 



Dentistry 

None 

None 

Assist 

None 
None 
None 



Refer 
Assist 



Medicine 

Perform 

Perform 
Consult 

Perform 
Supervise 



Perform 
Consult 

Refer 
Refer 



Nursing 

Assist 

Assist 

Perform 
Perform 



Assist 
Refer 

Refer 
Assist 



Perform Refer 
Supervise Assist 
Assist^x 



8. Prescribe medication 



None 



Perform 



None 



Optometry 

None 

None 

Assist 

None 
None 
None 

Refer 
Assist 

None 



Pharmacy 

None 

None 

Assist 

None 
None 
Nofte 

Refer 
Assist 

Consul t 



Podiatry 

None 

None 

Assist 




None 



None 



Refer 
Assist 



None 



SEniNG: SOLO 



Function 8. Subobjective: To fill prescription 



to 

O 



1 . Consider possible 
drug interactions 

2. Instruct patient 



3. Consider adverse reactions 

4. Consider ^efficacy of drugs 

5. Dispense medication 

6. Establish medication records 



7. Establish followup date 
with' patient • 
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Dentistr y 
None 

None 

None 

None 
None 
None 

None 



Prepare special dosage forms 
^ If no other professionals are available. 
**Niirses should document only. 



Medicine Nursing 
Perform Perform 



Supervjse 
Perfonn 

Perfonn 



Perform 

Perform 

Supervise 
Perform 

Perfonn 



Perfonn 

Perform 
Consult* 

Perform 

None 

Perform** 
Perform** 



None Perfonn None 

None Perform None 
ft 

None Consult None 

None Perform None 

None Perfonn None 

None Perform None 

None None None 



None 



ro 



1. Refer to service 



2. Agree on goals 

3. Include family and others 
in support system 

4. Provide service 
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Function 8A. . Subobjective: To provided) then seTxl^ ,(e-^g.V;,j^^^ 



None 

None 
None 

None 



" Supervise PerfonrT 
Perform " 



Perform 



Perform 



Assist r Perform 



Refer 



Perform 



ORtometr^ 
"None, ' 



None. 
None 



None 



Pharmacy Podiatry 
None None 



llone 
None 

None 



None 
None 

None 



SETTING: SOLO 



Function' 9. Subobjectlve: (Patifent) To follow through with therapy as prescribed 



1 . Take medication 



Z. Change elements of life- 
style 

3. Fol low behavioral 
approaches as aids 
in control 



De ntistry 
Assist 

None 

None 



Medicine Nursin 



Assist 



Refer 
Assist 

Assist 
Refer 



Supervise Assist 
Assist 



Refer 
Assist 

Refer 

Assist 

Supervise 



Optometry CMrJlL^c/ 
Assist 



None 
None 



None 
None 



Podiatry 
Assist 

None 

None 



to 
ro 



r 



SETTING: SOLO 



Function 10, Subobjectlve: To monitor prescribed therapy 



to 

CO 



1. 

2. 
3. 

4r 



6, 



7, 



8, 



9, 



Organize return 
visits program 

Ascertain side effects 
problems 

Measure BP for progress 
toward goal 

Conduct followup 
hi story/ physical 



Help patient to 
improve compliance 

Ascertain resolution of 
psychosocial stress 

Followup on dropouts 
and fadeouts 

Counsel patient on distinction 
between "control" and "cur*e" 

Counsel patient on distinction 
between "nervous tension" and 
hypertension 



Dentistry 
None 

Refer 

Perform 

None 



Perform 

None 

None 

Perform 

Perform 




^ Per doctor's orders , 

**Suggested role^^for extended role nurse. 



Medicine 

Supervise 
Perform 

Supervise 
Perform 

Perform 
Supervise 

Perform 
Supervise 



Supervise 
Assist 

Assist 
Refer 



Perform 
Supervise 

Perform 
Supervise 



Nursing 
Perform 

Perform 

Perform 



Perform 
Assist*- 

Hi story 
Perform 
Perform**- 

Physical 

Perform 
Refer 

Perform 
Refer 



Supervise Perform 



Perform 



Perform 



Optometry Pharmacy Podiatry 
None Assist None 



Assist 
Refer 

Perform 



None 



Perform 

None 

None 

None 

None 



Assist 
Consult 

Perform 



None 



None 



None 



3Gi 



Refer 
Assist 

Perform 
None 



Perform Perform 



None 



None 



Per/orm Perform 



Perform Perform 



Ok 



SETTING: SOLO 



Function 11. Subobjective: To adjust therapy (as desirable)^ 



D entistry Medicine 



1. Adjust drug dosage 



2. Obtain adjunctive 
lifestyle changes 

3. Establish followup 
date and method 



Refer 



None 



None 



Perform 
Consult 

Assist 
Refer 

Perform 
Consult 



Nursing 
Refer 

Perform 

Perform 
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Optometry 
Refer 

None 

None 



Phannacy 
Refer 

None 

None 



Pod i a try 
Refer 

None 

Nono 



SETTING: SOLO 



Function 12. Subobjective: To continue to fill 



prescription 



Dentistry Medicine 



1. Consider possible 
drug interactions 

2, Instruct patient 



3. Consider adverse reactions 

4. Consider efficacy of drugs 

< 

5. Dispense medication 

6. Establisiliftedication records 

I 

7. Establish followup date 
with patient 

8. Prepare special dosage forms 



None 

None 

None 

None 
None 
None 

None 



Perform 



Supervise 
Perform 

PerfoVm 



Perform 

Perform 

Supervise 
Perform 

Perform 



Nursing 
Perform 

Perform 

Perform 
Consult^ 

Perform 

None 

Perform** 
Perform** 



* If no other professionals are available. 
** Nurses should document only. 



Optometry Pharmacy Podiatry 

None Perform None 

None Perform Nd!<e 

None Consult None 

None Perform None 

None Perform None 

None [perform' None 

None None None 

» 

None. 



iFunctlon 12A. Subobjective: To continue to provjitle^i patient services related to adjunctive measures and 

bQbavlpraT approached ' 



Refer td service 



fXehti s try M edicine 



2. A^^ee on goals 

3. Include fafiiily and others 
in support systen 

4. Provide ^service 



None 

None; v:;- 



•Ass i St 



ro 



Nurs i ng > , 


Optbmfej 


?• 

I Pha rjnaey 


Podiatry 


Perfonn 


None 


None 


None 




.. * 

y None 


None 


' None 


Perform 


None 


None 


None 








Perforin 


• None 


None 


None 
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SETTING: SOLO 



Function 13. Subobjective: (Patient) To continue to follow through with therapy as prescribed 



1 . Tal^e medication 



2. Change elements of 4 
Hffes||le 

3. Follow behavioral 
approaches as aids 
In control 



Dentistry l^edlclne Nursing Optometry Pharm acy 
Assist Assist Supervise Assist Assist 



None 
None 



Refer 
Assist 

Assist 
Refer 



Supervise Assist 
Assist 



Refer 
Assist 



Assist 
Perform . None 



None 



None 



Pgdjatrj^ 
Assist 

None 

None 



Function H. Suhobjecti 




00 



V; OrgafrfTe~rt?ttirn- 
vIsUs progrnm 



2. A'sc^rtnin side effects 
problems 

3. Measure BP for progress 
toward goal 

4. Conduct followup 
history/physical 



5. Help patient to 
improve coiiipHance 

6. Ascertain resolution of 
psychosocial stress 

7. . Followup on dropouts " 

and fadeouts V * 

,8. ' Counsel patient on distinction 
ibe'^weien "control " a^d "cure" 



nuo to monitor proscribed therapy 



Pj^Alll^lry Medjcinfi Nursing 
-Mone ^^upa^c!v^l5« P e rXortiti 



iMGlry , Phajr jMacy Pud la try 
None- A?^k^t Nono 



Assist 
R"dffer 

Perform 



94^f J^tqitJnsel patient oh distincti 
between nervous tension" an 



on 
nd 



>tqnsion. 



None 

l?terform 
None 
None 
Perform 



Perform 



Perform 

Supervise 
Perform 

Perform 
Supervise 

Perform 
Supervise 



.Supervise 
/^Assist 

Assist 
Refer, 



Perform 
Perform 



Perform 
Assist* 
Perform 
Perfonn** 

Perform 
liefer 

Perform 
Refer 



\Supervise Perform 



Pe^onn 
Supervise 

Perform 
J^' Supervise 



Perform 



Perform 
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f^r doctor/ s ordep. ^ 
** Suggested role fo^ extejided role 



rse. 



Assist 
Refer 

Perform 



None 



Perform 



rione 



None 



None 



None 



Assist 
Consult 

Perform 



None 



Perform 



None 



None 



Perf(?rm 



P or form 
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Refer 
Assist 

Perform 



Per form 
None 
None ^ 
Perform 
Perform 



SKTTINQ? SOLO 



Function 18* Subobjectlver To continue to adjust therapy (as desirable) 



0 



1 i Adjust drug dosage 

2, Encourage and support 
adjunctive lifestyle changes 

3, Establish Vollowup 
date and method 



Refer Perform Refer 



None 
None 



Perform 
Consult 

4^$ 1st 
Refer 

Perform 
Consult 



Perfonn 
Perform 



Refer Refer 



None 



None 



None \ 



PRACTtfl SETTING; COMMUNITY HEALTH CENTER/HEALTH MAINTENANCE ORGANIZATION 



function 1, Subobjectlve: To ineasMre blood praiisur© 



Den tistry Heaicln NursTyi^ Olllortie^ !!b^r»!?^;>' !M1 i^^' 



M 

O 



Measures blood pressure 
accurately In a manner 
consistent with scientific 
principles 



a< 



b. 



Provides a quiet 
environment 

Positions patient and 
equipment properly 

Palpates pulse prior to 
auscultating 

Takes blood pressure In 
more than one extremity 
,and/or position when Indicated 

Communicates orally -and In 
ji(r1t1ng significant Informa- 
t^n to other health team 
members 

Records diastolic findings 
according to recommendations 
of American Heart Association 



Supervise 
Supervise 
Supervise 



Perform 
Refer 



Perform 
^^^pervlse 



Supervise 



Supervise 
Perform 

Supervise 
Perform 

Supervise 
Perform 

Supervise 
Perform 



Supervise 
Perform 



Supervise 
Perform 



Supervise Supervise 

rvlse ' Supervise 

Supervise Refer 

Supervise Supervise 
Perform 

' ^ ■ 

Supervl'Se Perform 

Supervise Perform 



SupefVlse y Supervise 
Perftinn 

Su perv 1 se Super v 1 se 

Perform , 

Supervise Supervise 
Perfornu 



Supervise 
Perfonii 



Supervise 
Refer 



Supervise Perform 
Perform 



Supervise 
Perform. 



Supervise 



SnTINtt! CflMMUNItY HEALTH CINTIH/HKAUH^^ 
Function h SiilwiMscMve! To (i^teniitn^ If blood presiiiire N «l«v«lm| 



1. 
4, 



Recheck b|iio<l prossule 

UUI laie.aue/n^' tablo to 
di^tef-mlrie recotmnomletl 
action 

Inform pat I «rit of readlru)s 
and thp r-econmiended actions 



1|5 / Siip<^rv*s« 



Horn 



4 



Superv Ise 
Refer 



Perform 
SMpervNe 

Perform 
Siipervlso 



Perform 
Supervise 



Perfonii 
SwpervHt 

Perform 
Supervise 

Ass 1st 

Perfonn 

Supervise 





Pliariiirtcj/' 


hHlhitr)^ 


SupervKe 
Perform 


Pmform 


Supervise 


Perform 


l^rform 


None 


Assist 


P«r form 


Noiu* 


Assist 


P<»r form 


Sopor V is^ 
Uef or 



ERIC 



3>* ( * 




4 '^^^$,..1'^%* 

hmtm\ 'h ^ul)oMei;|i jv*»: fo rarer U) iMfiq^iH Tf alisv^tmi 



M 



I, Coritact provider who will 

I, Followup to continii 
kept appointment 

4. Followup oxaminees^ 
not maklncj or kooplny 
appointments 

4<i. No to action In t«H:or(l 



SuparvUa 
Assist 



l*fir form SupervUa 
SMpervliii Pj^ffurm 



Aa^it! 




' 7 ^ 

OjituMM^ try 

Pafruntl 
Siipiir^vll^ 



Sup^rvl?a Noiu? 
Perform 

f*i}rt(n*m 



Suporv ri»r form 

Perform 



Pur fiM IH Si»|f<^rvl5iliJ 

Swpervliit^* Ma^i^r 



Perform 
Siiptn^V I'uj 

Parform^* 
Suporv 



Ass hi 



Suj»t*rvtso 



Su|)or'viSi} I Assist 
Pi'rfonir ^^gik 



Pt^rlOnii 



\- ^ 

^ To. bo done on a routine basi^ 
Only In H f (v threafenlmi situations, 



ERLC 



'Ik's.. 



/ 



' ' SETTING: 96MMUNItY HEALTH CENTER/HtALTH MAINTENANCE 0«fiANI2ATI()N 

■ ' - '•" ' ■ 7 . / ■ ■ ■■■ . ■■■ ; ■ 

Function 4. SubobJectTve: To take 4tient history, and conduct physical and lab tests- 




.1. Conduct potlent 

interview (history) 

^ Examine fundi 

3, Examine heart 



4, Examine peripheral / 
pulses 

5* Recojgnize findings that 
suggest secpndary fonns 
of hypertension 



Supervise Supervise , Pertorm 

Perform Perfonii Assist 

Supervise 

None Supervise None* 

^Perfonn 

None Supervise None* 

Perform 

Supervise Supervise Perform 

Perform V Supervise 



Riefer 



Supervise None* 
Perform 



To be^ 
deterufined 



A' 



P.})r^orm** 

None* 

/ 

Nope 



None 
Refer 



Stiperv Iso 
l*erform , 



, None 
None 

Perff^m ' 

■ . ^■ 

.Rt?rer 



* Extended role/ nurse may have a role in some settings. This must be defined. 



** Drug history only. 
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. ^ SETTING! COMMUNITY. HEALTH RENTER/HEALTH MAINTENANKE. ORGANIZATION 



Function 5. ^;SulK>bJect!ve': 


Evaluabe^and diagnose cprr^sctly * 




1 




Defitistry 


Medicine 


' Nurs ijia 


Optometry 


1. Interpret basic studies 


None 


Perform 


Assist 


None 


2. Order and interpret 
special studies 


- N ' 

None 

" I ■ ■ - 


Perform 


Assist 


None 


3. Evaluate findings 
and diagnose 


None 


Perform 


Assist 


None 


4. \. Explain /indjngs ajnd 
nature ot HBP control 
to patient 


None . 


Perform 


Perform 
Assist 

■t 


None 

1 



* Drug studies only. 



■ ) 



: ' ' . . -, SETTINni C*»WNITy IIEAmCfNfER/IIEAUH'wrNttWmr 0R(WNJ?J\1I(')N 

F«inctlan^6, ^ub*Jlijeaive: To rafer to therapy 



2, Establish tkkler to 
followup referrals 

3. Follbwup re fibred , 
^ pat^anits wjio did -nbt 

report - 







N*|r*i Injj 


Optomotry 


/ ' 




Ass 1st . 
lUn form 
Suporvlso 






Assist 

.Supervise 

Consult 


SuporvlHo 
Perfonii 


None 

X 

None 


Assist 


Suporvlsrcv 
Consult 


Supervise 
Perform 



SETTINa? COMMUNITY HEAHH CINTIR/imTH MArNTSNANCE OROANIZATION 



^. to 
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Function 7, Subobjectlve: To Initiate therapy ' 






T ' ■ 


















Phajiimtjy 




1. 


Set yorti for IIP rwluctlon 

V ' 


Non^ 


Coriiu-I t 
P«rjform 
Sofwvls© « 


Assist 


Non« 

> ' ■•, 


' AssWt * 
Consult 




2, 


'Develop trwtment plan 

A- 


^ Nonn 


Supervise 
Per form 
Consult 


Assist 


Nona 


Assist 
Consult 


None 


3. 


Educate patients r«; HBP 
its complications » import- 
ance of therapy, potential 

compl lance d 1 f f icul ties 

* * • » 


• Assist 


Assist 

Perform 

Supervise 


Supervise 
Perform 
Assist 
* Kef eri 


• 

Assist 


Perfonn 

Assist 

SonsuBt 


Ass 1st 

* 


4. 


Reconvnend adjunctive 
measures 


None 


Supervise 

Perform 

Consult 


Perform 
Assist 


None 


, Ass 1st 
Consu 1 t 


None 




iitj 1 p ail 17 V 1 CI i« t; pci viiui| cii i v 

psychosocial stress 




Perfortn 
Refer 
Supervise 
Consult 


Supervise 
Perform 
Assist 
Refer 


Assist 


Refer 


Ass 1st 


6. 


Identify behavioral aids 
(e.g. , biofeedback, 
meditation, etc. ) 


None 


Consult 
Refer 
Perform 
Supervise 


Perform 

Refer 

Assist 


None 

■ ■ \-' 


Refer 

f 


None 


7. 

r 

; 8. ' 


Handle HBP emergencies 
Prescribe medication 


Refer 
Assist 

9 Assist 


Consult 
Perform 
Supervise 

Perform 


Msist 

Consult 

Refer 

None 


^ Perform 
None 


Assist 

Consult 

Refer 

Assist 


Refer 
Assist 

*j ••1 
Assist 



Consult 



4. CohslilcM tiMI(<i« y of dnhn 



f*. l)K(M«(in»i nmilh <!( Inn 



Establish followup date^ 
with pat1«int 



Ai»b (lit 
Nuiut 

Ass Is t 
Assist 



l*t*i f OHM 
A^^ilsf 
(Uuisu 1 1 



SufMi vUii Met roiMi 



Assist 



l*t?l fUf 111 N<M|i? 

Assist 

Super visf* Hoiw 
Perform 



(ohsult ^ Assist 



l*orfonn 
Suporvlnii 



Assist 



Noiitt 



None 



NOIM' 



Noiu"* 



lUii JoriH 
('till r OHM 

l*rl f o» Ml 

INt f OHM 

INm f Ol Ml 

iNn f «o Ml 



roihfliiy 

Asstst 

(sl 

A%s l%l 

Ass Is I 

AsNlst 
As\ i si 



*If no othf?r professionals aro avallahlo. 



ERLC 



1 •* 



mum; Qmmm HmmaHmmma mmtmm mmmmm 



Ayi^ tsa oil *JM4U 







Nut? iijy 












Nettie 


Hal fuini 


i OiNUl i 






^^tfl foirii 


( Uilt:^U 1 t 













^: smim^ community health center/health maintenance organization 
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FMnction 9. Subobjecti ve: (Patient) To follow through with therapy as prelcribed 



1 . Take medication 



2. Change elements of life- 
style . • 



Follow behaviorel 
• approaches as aid's 
in control 



to 



Dentistry 


Medicine 


Nursihg 


Optometry 


Assist 


Assist 
Supervise 


Supervise 
Assis^t 


Assist 


/None 


Refer 
Assist , 
Consult 


Supervise 
Assist 


None 


None 


ConsuU 

Assist 

Refer 


^ Supervise 
Assist 


Assist • 



Assist 
Refer 

' Refer 



Assist 
Assist 

None 



ERIC 
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SEHING: COMMUNITY HEALTH CENTER/HEALTH. MAINTENANCE ORGANIZATION 
Function 10. Subobjective: To monitor prescribed therapy 



Organize return 
visits program 

Ascertain side effects 
probl ems 

¥ . 

Measure BP for progress 
toward goal 



4. Conduct followup 
history/physical 



5. Help patient to 
improve compliancy 



Ascertain iresolut ion of 
psychosocial stress 



Followup dropouts 
and fadeouts 



Dentistry 
None 

Assist 

Assist 



Medicine N ursinci Optometry 



None 



Assist 



None 



Assist 



Supervise 
Perform 



Supervise 
Perform . 
Assist , 

Perform 
Supervise 



Assist 
^Perform 
Supervise 



Refer 
Assist 
Supervise 
Perform 

Consult 
Assist 
Refer . 
Perform 

Refer 
Supervise 



Supervise .None 

Assist 

Perform 

P , . , ; 

Supervise \ None 

Assist 

Perform 

Suoervise Assist 
A/sist 

Perform - " , 



Perform 
Assist 
Supervise 
Perform* 
Refer* 
Supervise^^ 

Perform 
Refer 



Refer 



None 




{ 



ssist 
Perform 



Assist 



Supervise Assist 
Assist 1 
perform. 



(cbntlnued). . 



1 



Dentistry ^, 

• ■ \ * 

8. Counsel patient on distinction Assist f 
between "control" and, "cure" 

9. Counsel patjient on distinction ' Assist 
between "nervous tension", and 

^ hypertension ^ , 



* 



Suggested role for extended role nurse • 



** More infomiation needed to m&ke definitive decision 
***Suggested role for clinical fi^haniiaq'istv 
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Medicine ^ Nu rs i ng 



Assist 
Perform 



Perform 



Perform. ' Consult 
Assist , Perf4)rm 
Supervise Refer 



Oj) tpjietry , 
None** 

None** ' 



r 

I'erform ^ Assist 



Perform Assist 



; ■ 



1 



7' 



SEHING: 6OMMUN.ITY HEALTH CENTER/ HEALTH fklNTEf/ANCE ORGANIZATION 



Function Vll. Subobjectlve:^ To adjust therapy (as desirable) 



/ 

L 



Adjust drug dosage 



Obtain adjunctive 
lifestyle changes 

Establish followup 
date and method 



Dentistry 
None 

None 

None 



Medicine 

Perform 

Supervise 

Consult 

Assist 

Perform 

Consult 

Perform 

Assist 

Supervise 



Nursing 
Noie . 



Perform 

Assfst 

^'onsult 

perform 
Supervi 
Assi 



Optometry 
None 



Pharmacy 

Perform;^ ^ 
)nsult*; 



None 




♦Dependent upon latitude given by the institution, a clinical pharmacist may be ass.igned some of these 
responsibilities as a member of a health care team. ''^'^^f-^ 



SETTING: COWUNITY HEALTH CENTER/HEALTH MAINTENANCE ORGANIZATION 
Function 12.. Subobjective: to continue to fill prescription 



00 



1. Consider possible 
drug interactions 

2. Instruct patient 



3, Consider adverse reactions 

4, Consider efficacy of drugs 

5, * Dispense medication 

Establish medication records 

1. Establish follo^up^date 
with patient 



ERLC 



^If no other professional's are available. 



400 



Dentistry 


" Medicine 


Nursinq 


Optometry 


Assist 


Perform 
Consult 


Consult. 
Refer 


None 


Assist 


Supervise 
Consult 
Assist 
Perform 


Perform 


Assist 


Assist 


Perform 
Consult 


Perform 
Consult* 


None 


Assist * 


Perform 
Consult 


Assist 


Assist 


None 


Perform 


Nohe^ 


None 


Assist 


Supervise 
Perform 

■ w ■ t \# f ill 


None 


None 


Assist 


Perform 
Supervise 


Consult 
Perform 
Supervise 

) 
J 


None 



Pharmacy 
Perform 

Perform 

Perform 

Perform 

Perform 
Perform 

Perform 



401 
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SETTING: COMMUNITY HEALTH CENTER/HEALTH MAINTENANCE ORGANIZATION 



Function 12A. 



Subobjective: To fontinqe to provide patient services relate*, to adjunctive measures and 
behavioral approaches 



1. Refer to service 

2. Agree on goals 

3. Include family and others 
in support system 

4. Provide service 



Dentistry 
Assist 

None 
Assist 

Assist 



Medicin e Nursing 

Supervise Perfonn 

Perform Supervise 

\ Consult 

Perform Perfonn 

Consult Consult 

Assist Perform 

Perform ^ Supervise 

Supervise Consult 



Consult 
Refer 
Perform 
Supervise 



Perform 
Consult 



J 

Optometry 
Refer 

Refer ^ 
Refer 

Refer 



Phanjiacy* 
Assist 

Assist 
Assist 

Assist 



Podiatry 
Assist 

None 
Assist 

Ass ist 



fhicaT pharmacist would be Involved as member of health care team. 



4' O 



1 



SETTING: >COMiUNITY HEALTH CENTER/HEALTH MAINTEHANCE ORGANIZATION 



Function 13. Subobjectlve: (Patient) To continue to fol>ow through with therapy as prescribed 



1 . Take medication 



Change elements of 
lifestyle 



Follow behavioral 
approaches as aids 
in control 



Dentistry Medicine 
Assist Assist 



None 



None 



/ 



Supervise 
Assist 



Consult 

Supervise 

Assist 



Nursin c} 

Supervi se 
Assist 

Supervise 

Assist 

Consult 

Supervise 
Assist 



Optometry 
Assist 

None 
Assist 



Pharmacy Podi atry 
Assist . Assist 



None 



None 



Assist 



^^Assist 




SETTING: COMMUNITY HEALTH CENTER/Ht'ALTII MAINTENANCE ORGANIZATION 
Function 14. Subobjectlvc: To continue to monitor prescribed therapy 

Medicine 



1. Organize return 
visits program 



2. 



09 
0^ 



5. 



406 
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7. 
8. 

9. 



Ascertain side effects 
problems 



Dentistry 
None 

Assist' 



Supervise 
Perform 

Assist 

Su^rvise 

Perform 



Nurs i ng 
Supervise 



Supervise 
Perform 



Optometry PJl^nijacy*** 
None Perform 



Assist 



Perform 



PpclliUry 
None 

Assist 



, Measure BP for progress 
toward goaJ 

Conduct fol.lowup 
history/physical 


Assist* 
None 


Consult 
"Perform 
Supervise 

/ Assist 
( Perform 
Sj Supervise 


Supervise 

Perform 

Consult 

Perform 
Assist 
Perform* 
Refer* 


Perform 
Assist 

None 


Perform 
Perform 

a 


' Assist . 
None 


^4lefpkpat|ent to 
Improve compliance 


Assist 


Perform 

Assist 

Consult 


Perform 
Refer 


Assist 


Perform 


Assist 


Ascertain resolution of 
psychosocial stress . 


None 


Perform 
°Assist 
Refer 


Refer 


None 


Perform 


Assist 


Followup on dropouts 
and fadeouts 


Assist 


Assi5,t 
Supervise 


Supervise 


None 


Perform 


Assist 


Counsel patient on distinction 
between "control" and "cure" 


Assist 


Assist 

Perform 

Supervise 


Perform 


None** 


Perform 


Assist 

407 

Assist 


Counsel patient on distinction 
between "nervous tension" and 
hypertension (HOP) 


Assist 


Perform 
AiSsist^ 
Supervise 


Perform 
Refer 


None** 


Perform 



(contlniied) 

* Suggested role for extended role nume. 

** More Information needed to make definitive declsl 

★♦♦Suggest role for clinical pharmacist. 
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SETTING: COMMUNITY HEALTH CENTER/HEALTH MAINTENANCE ORGANIZATION 



Function 15, Subobjective; To continue to adjust theropy (as desirable) 



to 

00 
00 



ir Adjust drug dosage 



2. Obtain adjunctive 
lifestyle changes 



3. Establish followup 
date and method 



Dentistry 
None 

None 

None 



Medi cine 

Supervise 

Perform 

Consult 

Supervise 

Assist 

Refer 

Supervise, 

Perform 

Consult 



Nur sing 
None ' 



Perform 
Consult 



Supervise 

Assist 

Perform 



OptometrY 
None 

None 

None 



Pharmacy . PpdJ at rj^ 

Perform None 
Consult 



Perform 
Consult 



Perform 
Consult 



None 



1 

None 



^ ... " 



i 



PRACTICE SETTING; HOSPITAL* 
Function 1 • Subobja^lvt?; To measure blootj pressure ' 



1, Measures blood pressure 
accurately in a iflanhw''* 
consistent with scientific 
principles 

a. Provides a quiet ; 
environment \- 

b. * Positions patient atp 

equipment properly 

c. Palpates pulse prior to 
auscultating 

d. Takes blood pressure inv 
more than one extremity ^ 
and/or position when indicated 

' '•»».. 

e. Communicates orally and in 
writing significant inf'orma- 
tion to other health team 
members ^ 

f. Records diastolic findings t 
according to riecommendations 
of American Heart Association ^ 



Denti stry Medicine 



Perform 
Supervise 

Perform 
Supervise 

Perform 
Supervise 

Perform 

Supervise 

Refer 

Perform 
Supervise 

' ' ' 

Perform 
Supervise 



Supervise 
Perform 

Supervise 
Perform 

Supervise 
Perform 

Supervise 
Perform 



Supervise 
Perform 



Supervise 
Perform 



Supervise 
Supervise 
Supervise 
Supervise 

Supervise 
Supervise 



*A recommended role for optometrists was not; developed for this setting. 

% ■ ' ■ ■ 
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V Podiatry 


Perform 
Supervise 


Supervise 
Perform 


Perforfti 
Supervise 


Perform 
Supervise 


Supervise 
Perform 


Perform, 
Supervise 


Perform 
Supervise 


Supervise 
Perform 


Perform 
Supervise 


Perform 
Supervise 


Supervise 
Perform 


Perform 

Supervise 

Refer 


Perform 
Supervise 


Supervise 
Perform 


Perform 
Supervise 


Perform 
Supervise 


Supervise 
Perform 


Perform 
Supervise 



1 o 



SETTINQi HOSPim 



Function 2. Subohjectiv©! To detoniiini If blood prei«ur« li elovAted 



1. , Rachfick blftodl, pmsuro 

* * '1 ^ 

?, Colculate avtfage values 

•X '• - 

3. Utni?^ age/jjK table to 
deternifne r^p^iliiended 

4. Inform , pa tleift'jof ^readings 
and th4 recoiilftjDndcd actions 

*Ro1e wlll~^^nd ^ij their responsibilities wltHln Healtb care team. 









Pen til try 


M^cllcljie 


ZWIZ 


rerTOnll 


Perform 


Perform 


Supervise 


Supervise 




Supervise 


Perfonii 


Perform 


Refer 


Supervise 




Supervise 


Perform 


Assist 


Pcy^form 


Supervise 




Supervise 


Perform 


V 

Assist 


Befer 


Supervise 





.NitUns. 



/ 



I'erfonii 



j>6r|prm 
Assist 



Assist 



PJianiwcy* 
Perform 

Perform 

Perform 

Perform 



P.^iUatr/ 

Perform 
Supnrv 

SMpervho 
Hefer 

Sup«rv I so 
Refer 



Suporvlso 
Refer 



SITTINfli MOSPITAl 



function 3, SMbi)y»c:tiv«5 To r§f«r io 4l«ipoij| If ^ItvaUcI 



U Contact provider who will 
d1«gnoi# 



2. Make appolntiiient 



3* Followup to confirm 
kept appointment 

4. Followup examinees 
not making or keeping 
appointments 

4a. Note action in record 



Perform Perform 
Superviie Supervise 



Refer 
Assist 

Perform 
Supervise 

Assist 
Perform 



Perform 



Supeijvise 
Supervise 
Supervise 

i 

Perform 



Perform 

Supervliie 

Perform 

Perform 

Perform 



iMn!!«cj^ pod jaii^ 

Perform Perfonw 
Superviiii) Supervise 
(routinely) 



Superjvise Perform 



Refer 
Assist 



Refer Perfonn^ Perform 

Consult Supervise Supervise 

Ref/er / Supervise Assist 

Consul t Perform Perform 



Perfonn Supervise ^ Perform 
' Perform 



*0n1y In life threatening situations 
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- S ITT I NO; MOfiPITAI- 











Nursi 

«.«-*.., ..^r". 




(Midrmdi V 


POiHilllA 






Mar form 


SoimrvU© 
Her form 


Perform 


Par fill m 


(»«r(i»rm* 
(tiruij JiH on 


Iv) 




KxamlMO futicM 


Norm 


Sup«irvU0 
f*^rfortii 


Non^^ 


N«)no^ 


Ntiim 


Noho 


;i. 




Norm 


Perform 


Norm* 


Norm* 


Noiio 


NOHl* 






Perform 


Sii|mrvN0 
^Parform 


Nimet* 


N«)0«* 


Noiio 


Pttr 1 niMi 


5. 


RecogtH/i^ flmHnys that 
su(|f|i!ftt secowlary forms 
of hyperteMsloii 


PerforiH 
Rofor 


Suiiorvlno 
Perform 


Norm* 
(lefor 


Nono* 
Re for 


Rt^foi 


Port ui III 

RflfM 



* txteiKlod role? mirsc may Iwve a role in some settings. Ti«ls mtjst be dofinmi. 

**OMly a ciinical pharmacist would t«l<o sucii a iilstory in accord witlt institutional rules. A cllntcil plMrni.u Isf 
may provide consultation regarding drugs taicen l.y a patient and any significant prol)al»le impact on l.i!> ti-st results. 



SETTING: HOSPITAL 



Function 5. Subobjective: Evaluaff^and diagndse correctly 



1. Interpret basic studies 



2. Order and interpret 
special sttjdies 

3. Evaluate findings 
and diagnose 

4. Explain findings and 
nature of HBP control 
to patient 



Dentistry 

None 

x 

None 
None 
None 



Medicine 

Supervise 
Perform 

Supervise 
Perform 

Supervise 
Perform 

Perform 



OPD 



Nursing 



ER 



Assist 
Assist 
Assist 



Perform 
Assist 



Assist 

r 

Assist 
Assist 



Perform 
Assist 



Pharmacy 

Consult 
Assist* 

Consul t 
Assist* 

Consult 
Assist 

Perform 



Podiatry 
None 

None 

Npne 

None 



*Drug studies only. 
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SETTING: HOSPITAL 



Function 6. Subobjective: .To refer to therapy 

i 



1 • Refer patient 



Establish tickler to 
followup referrals 

Followup referred 
patients who did not 
report 



Dentistry 
Perform 

None 

Perform 



Medicine 
Perform 



Supervise 
Consul t 

Supervise 
Consult 



Nursing 



Perform 
Assist 

SupervJIse 



Perform 
Assist 



ER 



Perform 
Assist 



Phaniiacy 
Perform 



Supervise Perform 



Supervise Perform 
Perform 



Podiatry 
Perfonii 

Nono 

Perform 



SETTING: HOSPITAL 



Function 7. Slibobjectlve: Initiate therapy 







Dentistry 


Medicine 


Nursi 

OPD 


"9 

ER 


Pharmacy 


Podiatry 


1. 


Set goal for tiP reduction 


None 


Perform 


Assist 


Assist 


Assist 
Consult 


None 


2. 


Develop treatment plan 
(e.g. , stepped care) 


None 


Perform 
Consult 


Assist 


Assist 


Assist 
Consult 


None 


3. 


Educate patients re: HBP 
Its complications, Import- 
ance of therapy, potential 

rnmnliAnro H*! 'F'F'i ml 4"i oc 

K^KJtUyi IIGini«C vJMIILUILI cb 


None 


Perform 
Supervise 


Perform 

Assist 

Refer 


Perform 

Assist 

Refer 


Perform 
Assist 
Consul t 


Assist 


vo 4. 


Recommend adjunctive 
measures 


None 


Perform 
Consul t 


Perform 
Assist 


Perform 
Assist 


Assist 
Consult 


None 




Help alleviate pathogenic 
psychosocial stress 


None 


Refer 


Perform 

Assist 

Refer 


Perform 

Assist 

Refer 


Refer 


Assist 


6. 


identify bet^aviohal a1<^^^ 
(e.g. , biofeedback, 
meditation, etc.) 


' ;>N^ ^ 

/ 


Refer 


Refer 
Assist 


Refer 
Assist 


Refer 


None 


7. 


Handle HBP emergencies 


Refer 
Assist 


Perform 
Supervise 


Assist 


Assist 


Assist 

Consult 

Refer 


Refer 
Assist 


8. 


Prescribe medication 

0 


None 


Perform 


None 


None 


Assist 
Consult 


None 



♦Clinical pharmacist may be given role as part of health care team, in a given institution. 
ERXC03 , - 
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Function 8. Subobjectfve: To fill prescription 



SETTING: HOSPITAL 



1. Consider possible 
drug interactions 

2; Instruct patient 

3, Consider adverse reactions 

^. Consider efficacy of drugs 

5. Dispense medication 

6. Establish medication records 

7. Establish followup date 
with patient 



Dentistry 
None 

None 

None 

None 
None 
None 

None 



Medicine 
Perform 



Supervise 
Perform 

Perform 



Perform 

Perform 

Supervise 
Pierform 

Perform 



liPD 



Nurs i nq 



Consult 

Perform 

Perform 
Consult* 

Assist 

None 

None 



None 



Consult 

Perform 

Perform 
Consult* 

Assist 

None 

None 

None 



Per form 

Perform 

Perform 

Perform 
Perform 
Perform 

Perf orm 



Pod ja try 
None 

None 

None 

None 
None 
None 

None 



If no other professionals are available 
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SETTING: HOSPITAL 



Function 8A.' Subobjective: To provide other services (e.g., diet counseling, meditation, etc.) 



to 



1. Refer to service 

2. Agree on goals 

3. Include family and others 
in support system 

4. Provide service 



Dentistry Medicine 



None 

None 
Assist 

Assist 



OPD 



Nursing 



Supervise Perform 
Perform 



Perform 
Assist 

Refer 



Perform 
Perform 

Perform 



ER 



Perform, 

Perform 
Perform 

Perform 



Pharmacy 
Assist* 

Assist* 
Assist* 



Podiatr y 
None 

None 
Assist 



Assist* Assist 



*^Clinical pharmacist would be involved as member of health care team. 
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to 

00 



^ , SITING: HOSPITAL 
Function 9. Subobject Ive: (Patient);^* follow through with therapy as prescribed 





1. Take medicati 



on 



2. Chanfe elements of life- 
style 

3. Follow behavioral 
approaches as aids 
in control 



Dentistry '>1edi£i ne 
Assist Assist 



None 
None 



Assist 



Assist 
Refer 



OPD 



^rsing^ 




Supervise 
Assist 

Refer 
Assist 

Refer 

Assist 

Supervise 



Phannacj^ 



Supervise Assist 
Assist 



Refer 
Assist 

Refer 

Assist 

Supervise 



Refer 
Refer 



Pod ia tjy 
Ass ist 

None 

None ^ 
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SETTING: HOSPITAL 

■* r ■ ■ 

Function 10. Subobjectlve; To monitor prescribed therapy 



VP 
VP 



1. . Organize return 

visits program 

2. Ascertain side effects 
probl ems 

3. ' Measure BP for progress 

toward goal 

4. Conduct followup 
history/physical 



5. Help patient to 
improve compliance 

6. Ascertain resolution of 
psychosocial stress 

7. Followup on dropouts 
and fadeouts 

8. Counsel patient on distinction 
between "control" and "cure" 

9. Counsel patient on distinction 
between "nervous tension" and 
hypertension 



Dentistry 
None 

Assist 

Assist 

None 

Assist 

None 

Assist 

Assist 

Assist 



Medicin e 

Supervise 
Perform 

Su pervise 
Perform 

Perform 
Supervise 

Perform 
Supervise 



Assist 

Assist 
Refer 

Supervise 
Perform 



Perform 
Supervise 



Nursing 



Supervise 
Perform 



Perform 
Supervise 



Supervise 
Perform 



Perform 
Assist 



Pharmacy 
Perform* 

Perform* 

Perform* 



Perform(HX) Perform(HX) Perform* 
Assist(PHY) Assist(PHY) 
Perform(HX)** Perform(HX.)** 
Perf orm( PHY ) **Perf orm ( PHY ) ** 



Perform 
Refer 

Refer 

Perform 

Perform 



Refer 
Perform 



Perform 
Refer 

Refer 



Supervise 
Per fo nil 

Supervise 
Perform 

Supervise 
Perform 



Perform** 

Perform* 

Perform* 

Perform* 

Perform* 



Podiatry 
None 

Assist 

Assist 

None 

Assist 
Assist ' 
Assist 
Assist 
Assist 



*Involvement of clinical pharmacist will depend upon policies and procedures of the institution. It is possibly 
that in some institutions, the clinical pharmacist might be responsible for monitoring a group of patients. 



^**Suggested irole for the extended role nurse. 
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SETTING; HOSPITAL 
Function !!• Subobjectlve: To adjust therapy (as desirable) 



Nurs ing 



o 
o 



1. Adjust drug dosage 

2. Obtain adjunctive 
lifestyle changes 

3. Establish followup 
\ date and method 



Dentistry 


Medicine 


OPD 


the: 


None 


Perform 
Consult 


None** 


None** 


None 


Assist 
Refer 


Perfonii 
Refer 


Perform 
Refer 


None 


Perform 
Consult 


Perform 


Supervise 
Perfona 



Phaniiacy 

Perforin 
Consult* 

Perform 
Consult* 

Perfonn 
Consul t* 



Ppfl ia try * 

None^^' 

None 
None 



*Dependent upon latitude given by the institutipn. a clinical phamiacist may be assigned some of these responsibil 1 tios 
as a member of a^ealth care team. ?^ 

*Extended role nurse may have a role in some settings. This must be defined. 



FRir 



v>0» 
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SETTING: HOSPITAL 



Function 12. Subobjectlve: To continue to fill prescrlptlofi 



o 4, Consider efficacy of drugs 

5. Dispense medication 

6. Establish medication records 



1, Consider possible 
drug interactions 

2\ Instruct patient 

3, Consider adverse reactions 



7. Establish followup date 
with patient 



Dentistry Medicine 
None Perform 



^Nursing 

™ Eft 



None 

None 

None , 

None 

None 

None 



Supervise 
Perform 

Perform 



Perform 

Perform 

Supervise 
Perform 

Perform 



Consult 

Perform 

Perform 
Consult* 

Assist 

None^ 

None 

None 



Consult 

Perform 

Perform 
Consult* 

Assist 

None 

None 

None 



Pharmacy 
Perform 

Perform 

Perform 

Perform 
Perform 
Perform 

Perform 



Podiatry 
None 

None 

None 

None 
None 
None 

None 



^If no other professionals are available. 
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SETTINQ; IIOSPITAI, 



Function m. Subob.Uctlve: To continue to provide patient services related to adjunctive iiieasuies and 

uenaviorai iipprooch(}S 



1. Refer to service 



2. Agree on gocils 

3. Include family and others 
In support system 

4. Provide service 



Dentistry 
None 

None 
Assist 

Assist 



Medicine WIT 

Supervise Perforni 
Perform 

Perform Perform 

Assist Perform 



Jjursln^^ 



Refer 



♦Clinical pharmacist would be Involved os/iienib^r of bea Vth care t^arti " 



Perform 



Perform 



Pjia rmacy 
As.sls t* f 



Perform , Assist* 
Perfbhit . 1 Ass is tv, - 



Penforrii. \ ^ As.^^s'tf > 



SETTINQ! HOSPITAL 



Function 13, Subobjoctlve; (Patient) To continue to foUow through with therapy prescribed 



1. Take medication 



2. Change elaients of 
lifestyle 

3. Follow behavioral 
approaches as aids 
In control 



Dentistry 
Assist 

None 

None 



Medicine 
Assist 

Assist 



Assist 
Refer 



Supervise 
Assist 

Refer 
Assist 

Refer 

Assist 

Supervise 



Nurslnfl 



W 



Supervise 
Assist 

Refer 
Assist 

Refer 

Assist 

Supervise 



Pjlirmac 
Assist 

None 

None • 



P95ljJ!.try. 
Assist 

V 

None 
Assist 
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mrmi \m\nm 



hincUon M, Subabjectlve! To (^ontlnuo to iiionnqr pre^firlbeil therapy 



I. Orpnliiir return 

3. Mqasure UP for proyrosfi 
tpword goal 

4, Conduct followup 
history/physical 



5. Holp patient to 
Improvo coiMpl lance 

6. Ascertain resolution of 
psycljosoclal stress 

/• Followup on dropout;*? 
and fadeouts 

8, Counsel patient on distinction 
between "control" and "cure" 

9, Counsel patient on distinction 
between "nervous tension" and 
hypertension 



Noim 

None 

Assist 

None 

Assist 

Assist 

Assist 



Mia lim ■ J 11:: 

Sup^irvhe Supervhti 
Perfonii 

Supervise Perform 
Pur form 

Perfonii Perform 

Supervise Supervise 



Supervhii 
Perfonii 

Perfoim 



Perform 
SuptjrvlHe 



PJifiiHWcy 
Per f 01 Ml* 

Perftum* 

Per fonn* 



Perform Perform(HX 

Supervise Ass1st(PHY 

Perfonn(HX)** Perform(HX)** 
Perform(PHY)** PerfomuPHY)** 



Perfomi(HX) l»er'f<)nii* 
Assist(PHY 



Perform 
Refer 



Assist 
Refer 



Assist 

Refer 

Supervise Perform 

Perform Perform 

Perform Refer 
Supervise Perform 



Per form 
Refer 

Refer 



Perform* 



•erform* 



Supervise Perform* 
Perform 

Supervise P-orform* 
Perfonn 



Refer 
Perform 



Perform* 



NoutJ 
AsHlsl 
Assist 
None 

Assist. 
Assist 
Assist 
Ass I St. 
Assist 



•11 _ : ■ ■ ' 

CD?r* °I ""II^^S?' P^^r^'^'^'^f ^'^'^ ''^•'^"^ upon jjolicles and procedures of the institution. - It is |K)ssil)l: 

Ei^**c r some institutions, the clinical phannacist niAght be responsible for monitoring a group of patients 
sp-— -"**Sugge|ted role for the extended role nurse. 



siTTiNoi mmm 



Function p, Subobjeetlvej To (continue to aajMst mrm (<is denirable) 

'«* • . / 

/ 



1 . < A<i/l(«&t (lru() (losaya 



2. Kncourau^ «*»<l supfHirt 
MJunctlve lifestyle changes 

3. Establish followup 
date and method 





Meillcjna 






None 


Pprfonii 


Perform 


Perform 


Nona 


Rafer 


Parfonn 


Perform 
Re far 


Non<^ 


ComuU 


l^arTonM 


Suporv l$e 
Porforni 



perform 
Consult^ 

Perform 
Consul 

Perform 
Consult^ 



^Dependent upon l«tltuclo ylven by the Institution, a cllnlciil phanimclst may lu? rtssUjned some of those 
responslbll Itle^i as a member of a health care team. 



liTiiiiii mm 



Htiiurvt blood prttiuro 
«fieuritfly In a mnmr 
coMlftfiil Htm leltnll f tc 

«. Provldoti a qulot 
mvirowifnti 

b. , Posftiorw piitUnt «n(t 

«qulpmont nlroperlV, 

c. P<ilp«t«9 pul&e prior Co 
auncuUattng. 

d. Takos blood pmsura In 
mora than one axtramtt^ 
and/or position when 
Indicated. 



e. Conmiunlcates orally and In 
writing significant Infor- 
mation to other health team 
members. 

f. Records diastolic findings 
according to reconmendatlons 
of American Heart Association 



Suptrvlit) 
P«rfon« 

Supervise 
Perforw 

Supervise 
Perform 

Supervise 



Supervise 
Perform 



Supervise 



Suptrvlia 
Supervise 
Refer 



Supervise 



Perform 



Perform 



o 



\... 



Mar form 




I 



SEHING: GROUP 



Functign 3. Subobjecti ve: To refer to diagnosis if elevated 



1 . Contact provider who will 
diagnose 

Makd appointment . 



3. Followup to confinn 
kept appointment 

4. Followup examinees 

not making or keeping appointments 

4a. Note action in record 



Medicine 

Perform 
Supervise 

Refer 
Assist 

Supervise 
Supervise 
Perform 



SETXING: GROUP 



Function 4. Subobjecti ve; To take patient history and condytt physicaland lab tests 



dytl 







Medicine 


1. 


Conduct patient 
interview (history) 


Perform 


2. 


Examine fundi 


Supervise 
Perform 


3. 


Examine heart 

i 


Supervise 
Perform 


4. 


xExanilne peripheral 
/ pulses 


Supervise 
Perform 


5. 


Recognize findings that 
suggest secondary fonns 
of hypertension 


Supervise 
Perform 



Oj)tonie t^ 

To be determined 



SETTING: GROUP 



Function 5. Subobjecti ve: Evaluate and diagnose correctly 



K Interpret basic studies 

2. Order and interpret 
special studies 

3. Evaluate findings 
and diagnose 

4. Explain findings and 
nature of HBP control 
to patient 



Medicine 

Perform 

Perform 

Perform 



Supervise 
Perform 



Optometry 
None 
None 

■ ? 

None 
None 



P 
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SETTING: GROUP 



Function 6. Subobjective: To refer to thera 



py 



1. Refer patient 

Establish tickler to 
i^)llowup referrals 

3. Followup referred 
patients who did not 
report 



Medicine 

Perform 

Supervise 
Consult 

Supervise 
Consult 
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" SETTJfffi: GROUP 



Function 7. Subobjectlve: To initiatf| thera 



1. 

1. 



4. 
6. 



Set goal for BP reduction 

Develop treatment plan 
(e.g. , stepped care) 

Educate patient re: HBP, 
its complications, impor- 
tance of therapy, potential 
compliance difficulties 

Recommend adjunctive 
measures 

Help all^eviate pathogenic 
psychosWial stress 

Identify behavioral aids 
(e.g. , biofeedback, 
meditation, etc.) 



7. Handle BHr^emergencies 



8. Prescribe medication 




Perform 



' Perform . 
•Consu'^^t 

Perform 
Supervise 



Perform 
Consult 

Refer 



Refer 



Perform 
Supervise 

Perform 



r 



X - 



OptomeCfy 
None- ' 



Assist 

None 

Assist 

None 

Perform 
None 



SETTING: GROUP 



Function 8. Subobjective: To fill prescription 



Consider possible 
drug interactions 

Instruct patient 



3. Consider adverse reactions 



Medicine 
Per* form 



Supervise 
Perform 

Perform 



Consider efficacy of drugs 
Dispense medication 
Establish medication records 



7. Establish followup date 
with patient 



Perform 

Perform 

Supervise 
Perform 

Perform 



SETTING: GROUP 



Function 8Ai Subdbjective: To provide other services (e.g., diet counseling, meditation. 



1. Refer to service 



Agree on goals 



Include family and others 
in support system 



Provide service 



Medicine 

Supervise 
Perform 



Perform 
Assist 

Refer 



Optometry 

Refer 

Perform 

Consult 

Assist 

Perform 

Refer 

Consult 

Perform 

Refer 

Consult 



ERIC 



SETTING: GROUP 



Function 9. Subobjective: (Patient) To follow through with therapy as prescribed 



1 . Take medication 

2. Change eigDents of 
lifestyl^ V 

3. Follow behavioral 
approaches as aids 
in control 



Medicine 

Assist 

Assist 



Assist 
Refer 



Optometry 

Assist 

None 

Assist 



1 



i 



SETTING: GROUP 



Function 10. Subobjective: To monitor prescribed therapy 



1. Organize return 
visits program 

2. Ascertain side effects 
■ problems 

3. Measure BP for progress 
t toward goal 

4. Conduct followup 
history/physical 

5. Help patient to 
improve compl iance 

6. Ascertain resolution of 
psychosocial stress 

7. Followup on dropouts 
and fadeouts 

8. Counsel patient on distinction 
between "control" and "cure" 

9. Counsel patient on distinction 
between "nervous tension" and 
hypertension 



Medicine 

Supervise 
Perform 

Supervise 
Perform 

Perform 
Supervise 

Perform 
Supervise 

Assist 



Assist 
Refer 

Supervise 



Perform 



Perform 
Supervise 



Optometry 
None 

None 

Assist 
Perform 

None 

Assist 
Perform 

Assist 
Assist 
^ Assist 
Assist 



SETTING: GROUP 



Function 11. Subobjecti ve: To adjust therapy (as desirable) 



Adjust drug dosage 



Encourage and support 
adjunctive lifestyle 
changes \^ 

Establish followup 
date and method 



Medicine 

Perform 
Consult 

Assist 
Refer 



Perform 
Consult 



Optometry 
None 

Assist 
None 



SETTING: GROUP 



Function 12. Subobjective: To continue to fill prescription 



3. 
7. 



Consider possible 
drug interactions 

Instruct patient 



Consider adverse reactions 

Consider efficacy of drugs 

Dispense medication 

Establish medication records 

Establish foil owup date 
with patient 



Medicine 
Perform 

Supervise 
Perform 

Perform 

Perform 

Perform 

Supervise 

Perform 



Optometry 
None 

Assist 

None 

Assist 

None 

None 

None 



* On urgent or emergency basis only and then only in accord with state laws regarding labeling 
As a general rule, physicians should avoid dispensing medications for long-term use. ! 

♦♦Includes nurses notes. 
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SETTING: GROUP 



Function 12A. 



Sabobjectlve: J^-JJj-^Jo^P-lde patient s.rv.ce, .elated to adjunctive ..asUre, ,M 



K Refer to service 



2. 
3. 



Agree on goals 

Include family and others 
in support system 



4. Provide service 



Medicine 

Supervise 
Perform 



Perform 
Assist 

Refer 



Refer 

Perform 

Consult 

Assist 

Perform 
Refer ' 
Consult 

Perfonii 

Refer 

Consult 
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SETTING: GROUP 

Function 13. Subobjective: (Patient) To continue to follow through with therapy as prescribed 



Take medication 

Change elements of 
lifestyle 

Follow behavioral 
approaches as aids 
in control 



Medicine 

Assist 

Assist 



Assist 
Refer 



Optometry 

Assist 

Assist 

Assist 



ERIC 



Function 14. SuBobjecti ve: Ttf continue 



1 . Organize return 

visits proqram 1*^^ 

2- Ascertain side effects 
problems 

3, Measure BP for progress'' 
toward goal 

4, Conduct followup 
history/physical 

5, Help patient to 
improve compl iance 

6, Ascertain resolution of 
psychosocial stress 

7, Followup on dropouts 
and fa4eouts 

8, Counsel patient on distinction 
between "control" and "cure" 

9, Counsel patient on distinction 
between "nervous tension" and 
"hypertefis ion" 



SETTING: GROUP 



to monitor prescribed therapy 



♦ Medic ine 




^7^pif€rvise 



Supervise. 
Perform 

Perform 
Supervise 

Perform 
Supervise 

Assist 



Ass^ist 
Refer 

Supervise 




Opt ometr y 
None 

Assist 

Perform 
Assist 

None 
Assist 
^ None 
None 



Perform 



None 



Perform 
Supervise 



None 



/ 




^^'^ : -GROUP ^ %; ^ ^ ^ ' '^Mt: 



function 15. Subobjectlve: - To continue to aifjus-t therapy (as desirable) 



1. 

2". 



Adjust drug dosai^e 



Medicine 

0 

Perform 
Cons 



Obtain adjunctive 
lifestyle changes; 

Establish follbwup 
date and method 



1 



,\ Perform 
Icdnsult 



I 



W3 . ' 





None 



None 



ERLC 
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, Function 1 

> 



PRACTICE SETTING: , CHAIN" 
Subobjectlve: to measure blood pressure 

Pharniacy 



!• Measures blopd pressure 
accurately \M a manner 
- consistent with scientific 
principles 

a. Provides a quiet 
environment 

b. Positions patient and 
equipment properly 

c. Palpates puls^ prior to < , 
auscultating 

d. 'Takes blood pressure in 
more than one extremity 
arrcl/or position when 
indicated 

e. Communicates orally and in 
writing significant infor- * 
mation to other health team 
members 

f. Records diastolic findings 
according to recommendations 
of American Heart Association 



9 



Perform 
Supervi'sTe 

Perform 
Supervise 

Perform 
Supervise 

Perform. 
Supervise 



Perform 
Supervise^ 

Perform 
Supervise 



ii... 



♦Dentistry, medicine, nursing, optometry qnd podiatry have n^Jggested role in tfits setttnc 
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SETTING: CHAIN 



Function 2, Siitobjective; To determine If blood pressure Is evelvated 



1. t^echeck blood pressure 

2. Calculate average values 



3. Utilize age/BP table to 
determine recomiiiended 
action 

4. Inform patient of readings 

M and the recommended actions 



Pharmacy 

Perform 
Supervise 

Perform 
Supervise 

Perform 
Supervise 



, Perform 
Refer 
Consult 
Supervise 



■"0 



4' 1 ' 
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SETTING: CHAIN 



Function 3, Subobjectlve: To refer to diagnosis If elevated' 



1. Cqntact prbvlder who will 
, • diagnose ■ ,/ , ' 

2. Make appqintment 



3. FolTowup to confirm 
kept appo/ntrnerrt 



Phar^macy 

Perform* 
Supervise 

Perform 

Refer 

Assist 

Perform** 




wpent history and conduct physical and lab tests 



1; Conduct pat j^nt 

tntervi«w ^History) 

Z. Examine fundi 

3.. Examine heart 

4. » Examine peripheral 

pulses 

5. Recognize findings that 
suggest secondary forms 
of hypertension 



Pharmacy 
Perform 

None 
None 
None 

None 



'>0 
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SETTING; CHAIN 
Funqtlon 5, Subobjectlve: Evaluate and diagnose correctly 



PhannSc y 

1, Interpret basHc studies * None 

2. Order and Interpret ' None 
special studies 

3, Evaluate findings Nqne 

and diagnose . - 

, • ■ ■* 

4. Explain findings and ^ None 
nature of HBP control 

to patient 



' SETTING: CHAIN 

■ >» ■ • 

Functton 6. Subobjectlvt! To refer to therapy 

1, Refer pfttlent None ^6 

2. Est«|?11sh tickler to ' Non?.,, 



V 



followup referrals 

Followup, referred None 
patients who did npt , 
.report % ' ■ 



0 



SETTING: CHAIN 



Function 7, Subobjectlvei To 1n1t1«te therapy 



1, Set goal for OP reduction 

2, Devtelop treatment plan ] 
(e,(j, , stepped care) 

3, Educate patient re: HBP, 
its complications, Impor- 
tance of therapy, potpatjal ^ 
compi lance dif ficul tles^^ -i^^ 

4, Recommend adjunctive 
measures ^ 

5, Help alleviate pathogenic 
psycho^lal str^ess 

6, Identjify behavioral aids 
(e,g, , biofeedback, 
meditation, etc*) 

7, Handle HBP emergencies 



/ 



None 
None 

Assist 



None 
None 
None 



Refer 
Assist 



B. Prescribe medication 



Consult 



SETTING; CHAIN 

HmiimyB, Subohjectlve; . To fill prescription 

• I, Conslclor possible Porfonii 
drug Interactions 

2. Instruct patitnt Perform 

3. Consider adverse reactions Perform 

4, Consldek' efficacy of drugs Perform 

5, . Dispense medication Perform 

6* Establish medication records , Perform 

7, Establish followup date Perfonn 
with patient 



SETTINQ; CHAIN 

PMnction Subobjectlv^: To provide other services tlUt (xninscJllng. niiHllUtlon, etc.) 



K Refer to servlco 

2. Agree on. goals 

3, include family and others 
In support syst^H 



None 
None 
None 



Provide service 



None 



4 ■ . .: 

smifi; CIIAIN 



Noetltm 9. Subnlijectivfl! (l»fl^;l^^t) To foUow through wUh thurapy as inesti lhed j 



2, ChamifJ oI«i(iients of Huny 

3. Follow bolmvloral * None 
approaches ik% aids 
In control v 




mfm; mm 



1, Orpn1i0 ^'0turM 
vhlts proyrpi 

2. Ascmtdln side effects 
liirobleiim 

;K Mort^ure OP for prmireHH 
toward goal 

4. Conduct followup 
history/physical 

5. \U)\p patient to 
Improve conipl lance 

6. Ascertain resolution oC 
psychosocial stress 

7. Followup on dropouts 
and fadeouts V 

8. Counsel patient on distinction 
between "controV and **cure** 

9. Counsel patient on distinction 
between "nervous tension" and 
hypertension 



Ast^Ut 
ConiMlt 

Perform 

Nont) 

I'erform 

None 

None 

PerforiM*** 
Per fom) 



ERIC 



1 « *w 



datu md mt\m\ 



fywtlOH liJ. ; lMhM(iJwi;t<v«i; Tti »Hi<£tiH<« Im fill iireaii HiHan 



1. 
t. 

'4. 

6, 



Consj, jti«t' «ftl»:dt.y of tlru(j«» 

UUtillfih (iiwHc^tlon records 

Establish followup «lrtte 
with patitnit 



* Consult with thfi pKyslcUti It there Is concorn on the part of; thu pharnwclst. ' - 

' ■• , - ■ ■ - • 

♦*When MitHllcatlons are civdllablo from multiple sourres ari(J physlolAti <loesn't ronuire <v pArtkul^r 
brand, pharmacist imjst dispense most efficacious. V 



er|c j 
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MICRPCOPY RESOLUTION TEST CHART 
NATIONAL BUREAU OF STANDARDS 
STANDARD REFERENCE MATERIAL 1010a 
(ANSI andlSO TEST CHART No. 2) 



SETTrNG: CHAIN 



Fun(v.tlQn 12A. Subobjectlve; To contljiue to provide patient services roliited to adjunctive iiieasu res, an( 

behavioral approaclies 



Refer to service 

Agree on goals 

Include famUy and others 
In support system 

Provide service 



Pharmacj^ 
Nine/ 



None 
None 



None 
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' < , ■ ^" I SETTir^: CHAIN . ^ 

, r ■ ^ ■■■ ■ , . < . . ■ ■ 

Function 13. Subobjectlye: (Patlenp To continue to follow through with therapy as prescribed 



I. Take medication 
2. 



C^iange elements of ' 
lifestyle 



3. Follow behavioral 
approaches^s aids 
In control 



Pharmacy ^ 
Assist 
Nor^ 

None^ 



4 



ERIC 



4:s 



-/ 



SETTrNG: CHAIN 




Function ,14. "Swbobjoctfve: To continue to monitor proscrihal thorapy 



Ph ar n vac y 
Assist 



Assist 
Consul t 

Perform 



None 

Perform 

None' 

i • 

None 

Perform 

Perform 



Organize [return 
visits prjogram 

Ascertain side effects v 
problems 

Measure Bp for progress 
toward goal , 

Comiuct fonowup 
history/physical 

Help patient to 
improve compl lance 

Ascertain resolution of 
psychosoc ial s tress 

Followup on dropouts 
and fadeouts . 

Counsel patient on distinction 
between "control" and "cure" 



Coqnsel patient o.rt distincti 
between nervous tension" an 



on 
nd 



**hy per tens Ion" 



SETTING : CHAIN 



Function 15. Subobjective: To contiihue to adjust therapy (as destrabl§) 



1 . Adjust drucj dosage 

2. VObtaIn adjunctive 

Vifestyle chan^^s 

3. /Establish foil owup" 
^ date and method 



tUiannacy / ' 




None 



erIc 
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Th« National fllAoH Hsiilth ProvidAri T?inik Foirqii obj«atlv«« iin4 goali 
Ota b«,*odompliiih«4. fe»Wouah th<i of admiaiitrativt proo«d 
thii following maonti:. l?h# Adifi«iiii2*tion^oan m«ind*t« that 
finanoail health aar# aeryioe antitUea whtoh raoeivi aamonJi 
grants aatahJlifllt^ model protooql afi* trainin^r programa along 

raooaiimende<i by N0HPW. Thla requlriement'^ovild alao be a oo 

the ranaw^ of othir DHKW demonatratlon, oont^aota, and of the rantwal 
of granta to aommunity health oent«»^af <^ 




rally 
'project 
llnea 
tion for 



Aa part of i^hia reoojiunendation, it i 
reimbureemelit schedule to the health 

or 4^ third-^jr|:y^ritermadiary payittant\ aourqe would include payment for 
blood preaaure taking, education, etc) 



anticipated that payment or any 
ovlder. by the redera^l Qovernment 



It haa been well demonatrated and docuiJientM tha^ the 'recommended 
blood pressure taking, education, /etc. ,V progrcun, on a Voluntary baaia, 
may not get the full provider cooperation and participation nfieded 



to achieve the desired results and qbjedit 
Hdalth Providers "iask Force. While cost 
care field is a pr^me consideration lira 
tKat a reasonable fee be alloyed for\the 
consumed,' space allocated, etc. 



Lves of the National Black 
Containment In the health 
program, it £s only fair 
salth professional's time 



It is recommended that the NBHPTF cotiaiiJit With local Congressmen and 
Senators in an effort to initiate legislatibn which would coincide 
with administrative efforts and support to provide a system of 
*coordinatina consumer education and health Services delivery componentcf. 
-Thus /funding could be^ provided by the Off let of HealtK Promotion and 
Disease Prevention for the establishment of xtodel projects for community- 
wide coorditlatioh systems with respect to hyp^rteiision. The possibility 
is further enhanced if the legiislation were t6 provide fundiifig to 
coordinate with other areas o^ concern such as\ hypertension ahd smoking. 
Congressional leadership and support for such an initiative is attainable. 

Hypertension n^ght be us^d by some employers to^deny ei^loyment to an 
otherwise employable person, whether or not the \hypertension is 
'related to the. job sought. This phenomenon further increases the 
unemployment of ^Blacks. ' . ' 

Jt iB recommended that the NBHPTF initiate support among Congressmen 
and suppo)^ present pending legislation that would\ amend the Civil 
Rights Act to prohibit job'^diScrimination on the.b^sis of hypert^ension. 
Also, amendments to legislation regarding the handicapped whio^i endorse 
and incorporate the goals and objf actives of the NBHPTF should 4>e 
supported. \ *^ 
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Xt in r#aoi(mn«n4«id that nil ai<5ini'nl«t<f4t4v« |>roa^cluir<ii», !^u^oai 
r«9ulAtionii| 4n4.lttQiiilat;lon which aupport «n4 <lnd9^ii«i tht 
r«qomm«ind«tiQn« of thm mttV^SW providn fov 4n<i »«il'«guarcl th« aanfidtio*- 
tUltty and prlvAoy of th«i ma^ioal K'«i<^o«'d«^f all pafcitnt |:>arl:lql-' 
IHintH in th« iMTogram, Ky^ty »Ae«gvwird^;«i,liould ba takmn to a«a that 
fchiii right of priAmay of njiadlaal iraaoi:dl« ia aat abiclilg'iidf 

in all Fadarally finanuad anri >iv)ilYiiU1i«iad progirama inoluding tlamon-^ ' 
a brat Ion and modal proJaaUa whioh* ainbody tha NOHm eagatunandatiionar ' 
thara ahould ba aorupulouaVadharanoa to (fail dtaaloaura and infform«d 
aonaant Inaludlng oontinuation tharapy f<^ir,tha,partiqlpanta\ S'urthar, 
thdtta lirogrAWfl ahould inaorporat^a ^nd inqlupla a prwlaion pattaining 
to malpraotioa Inauranoe . oovaraijo in tha caaa pjf pjpofaaaional 
nagliganoai > ^ 



It ia raoominanded that m^dioni jAr^jgrama for th«i, indigant auoh a« 
Modioa'ra/ Madloald, National Haalth Ina^ranaa , "ata, , provide . 
Federal aupport for the treatment of higl) bJi#iQd.praa>^ura^ / 

It is reaommertded that health care providers -^tludlt^g the para- 
prof esBionais and. extendiiad health oara prov^oari^: review and keep 
current with legialatiort, statutes, and. ordinan^efi ih their various 
siatas regarding the privileged and liini*tations ^pircuinacrib'ihg' 



theilr individual and reap^Jctlya profasaiona.' 

'I . ... . ^ ' 1 




. Ik • 




0 ^ 



• , ' . . ■■ ' * ' — 

«ult«id alK oC th» di«alplint« whiah urt truiUfcionnily thought oe th# 
ttii««ntlAl OAdrtt. th« mo(!l«irn tr^ml in m«diaintt in to brQAi1«n thia dfiffinitlon 
of lnt«r<)i0oipllnAry tiiamwork to lnaludi«( aooial worKAVflf ancl other alli«<l 
h#Alth pcof <ii««iQn« • Htalth oaiTtt hail mgved into the eren^i of vmdere tending 
the totality end whoieneee" of iodiyiduele* Without eooiel work Ht 
leeet three potential .peremount probleme exiet in the control of hyperten- 
ttioni prevention, detection end'OompllAnoe* Thie pVreeentetion in twofoldi 
1) to define end atreee the imjpprtenoe oft Interdieciplinery teamwork in, 
patient oare, and 2) to demonetrate the role of the cllnloal eoolal worker, 
in the preventrion, deteption and treatment of hyperteneion, 

Interdiaoiplinary praotloe^ exiate when there ie sharing of infornjiatlon 
and interchange of profaaaiooal knowledge; In order for thia preotioe 
,to be effective there must be a coordinated^ and nonapiaodic effort 
toward the furthering .of common ob;JeativeB* The general goal of inter- 
dilaoiplinory j>raotice in the health care field is the welfare of indivi- 
duals, groups and communities being served* < 

Furtheirmore this goal must be placed abQve the particiilar interest and 
concerns of any one profession* For effective interdisciplinary teamwork, 
each member of the clinical team contributes jointly to the asaessment 
and planning of patiei\t care. When disciplines work together the contri- 
bution of each is enlarged and can lend to increased diagnostic accuracy* 

To understand the clinical social worker's role in the ca^'e of the hyper- 
tensive patient it is important first to understand the role of 'the 
social worker in the health care setting* The -clinical social worker 
works in a coordinated manner with members of the interdisciplinary 
^eam in the care of an individual patient* The clinical social worker 
is concerned with understanding the patient as a person ^and the patient's 
definition of his problems* The patient must be understood in relation 
to his illness, family, social, relationships, and sociocultural milieu* 
Viewing th^ patient's illness in light of his envir9nment (systemfi approach) 
is the unique contribution of the social work cljLnician» This ^understanding 
.derives from interviews with fche pat:^nt,> communication with the medical 
staff, examination of tha medical redord, end observation of the patient's 
interactions to his so^ocultura-l *^milieu* More specifically the social 
worker employs/ the^ psychosocial model* This model examines; -1) the meaning 
of illness to the patient', family and significant others, and i) the social 
component in illness and medical ceure* In short, the , social worker does 
not make a medical diagnosis or determine the medical treatment plan but 
does influence change in both* ^ ^ 
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o^itpUfcUnU 44|^i:t:m<*nt;i< 4m1 rtOvil4l i^iirvUm il4p4rtm<infc of 4uut«j o4v4 
(4aiUnU«i« Ol?i;rti\fcim#ii, th<tii«i |.)4tl«intii |.)ir«iaif4nt |HOtvUm«i ot;li«jir tli4ii ^ 
NyiHict^mnibu. <aK4mpU^ m^iinb^irii Uhti luw<*r moo to^iaonan to i|rou|j«i 

4ri» |L4i4(at; Lnallnttd Uo ticicik mniliaAl 04^*1* uivl««tt aympUomp 4V« t1i«4hlirtv|» 
Mowr^tTi orua th<iy |ir#ii*int inttliilly to fchu noolal work«r tov ^t^miatmya^ 

*b<ain<|» U«r« tha «oai4l wtirk<Ai:r''pl4yfii 4 k«iy irol« la th« tU«ioov«iry 
potanfc t-41 or 4i4ynn)tom4tUi hy^Hii t^inii lV0 # «pid<ttmtoltii|la* 4ppro4oh 

ur.ilU^nl by th« tfooL4l work ollniaUiu ThU m«ithodoloc|y of hhn i)4ti«iit 
iiV4lvji4tton ftUowtt tlitt ulLrtlolan to unoov«r t\v^ ,rifil4fcion«htp of! v4rtou« 
f4otu|rii <xn(i oonditiontt wh lab may ba im4)4atini| U|H>n tba j>4tt«nt* nburtly 
onunJ.ncj tbo i>4tl<int to 4 likely uamlUlattt for byi>artan«iion» rutth«r- 
mora , tbii* 4ppro4ah makes It poaalbla for tba aoaial workar to tnka 
of faiptive maaauraa dlraatad toward ^iiravantion, oohtrol or aradioat Uin of 
preB^ntlnij pot.eattal probl^ama* la aum, tba primary rola of tba aooial 
workjsr la to apply an apLdamloloijic approaob to tba Initial avalimtioiv of' 
tba |[>atlaa^ for appropriate rafarral to tb«| intordlflalpXlaary taam mambara 

! ■ ^ ^ 

As mentioned ^ often timoa tba aaymtomatio and i>otanttal hypartanoiva 
pati^ent presented to tbe baalth care setting with problema that are 
oriiBlia oriented and acutely diaabllng. Wlion It la identified by tbe 
medical provider of oare that payoboaooial problema either are or may 
be interfering with preaorlbed treatment and oompllanoe, tba patient 
^8bould be referred to tbe aoaial work alinialan. Tbe role of tbe 
olinloian oentera expound; 1) identifying with tbe patient payohoaoolal 
problema that are negatively affecting compliance with tbe preacribed 
plan of treatment, and 2) seeking means by which these problema can be 
eliminated or significantly reduced. Other salient factors to be 
identified include: 

1) Income and ll^s relationship to dietary budget planning, 

2) Education level and learning^ capability, 

3) Motivation level as reflected in work habits, general lifestyle, , 
etc., 

4) Attitudes toward disease and health, 

5) Identification of incidents of illness in tbe family and feelings 
about hypertension, and 

6) Level of stress and stress factors in interpersonal relationships. 
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avtrtiij?htiiit4i «p«>4«a ^rkiiTi #fi4 afehtr ilUi4 hiiilWi i^aftiilantli 
liiit^ bt iiiv^^lvtd in feHt €ii*ii4nitel<in i^f tht »»ifc4iiiit ii h* iiii4iii;f in h4i 



t>«i>4rtwft«int:, of toaiil #n4 mm^l Himitih tanivtui 
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thu iitbiiUy of niirnimi pny«iiaii^a«i« ^ml o^hiir m^ittqul iH^viuir 
Hill lintoili^y iif j^iyniulmi «uit«ii)4i«rii mui^ or 

iwalfiiiiiiUiDiil «iit4 phy«i0i«n <»Kt#iKtiii«. 

^mtUxitlon of i^oU« nn4 llmttnttoug of mumti ium<itltlan«r« «ru1 

D* |>rovlgion,or c3otifciniK>u«* our* for ii#t i<ii>t»i v^lui lmv« l>€«itf 4t«^nu«#4 

uml tr«At«4 in hyi^i«rt«aiilan r«i#iiirah |,>rogi:iimit ^hioh mtm t«iininiit«i4* 

K« Th«. provlnion <i(f« nm^r^i^noy d«r#^ 

r* K«t4bliAhm«nt: of r«M«aroh r<ic|uir«m«ntfl. 

W« Also ««« involv«m«4it in th« l<igi«lAtlv« «n\l lio«n«ln<i prooa«M« 

which iiff#ot th* pioviniou of h^i^lUh oar« Anil th« provldata of thAt. oAr«* 
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TTTT ^IIF? rsM!TT~^^RrfWW ^( iW 



ftr* tji3fi#i4 **ir#i #i**^hiiffiriMa» lair tUm imi^h^^ 4ii^m%Uii^ #ii4 4€4iaiii.iart 
milk iiuiy n«V4»i' hiiy« <iU|iHui'ii4^ 

Uj^iuiiiA Uu\Mi H.N*^ vli^ L;h4i«r|^r«iati, ifa^ im% 44iiiialiili 4t i v« An4 

4idvLiior« for thm xm^mmr^h, u<Kir4in«t ion «n4 4«i41uAitort to ttm 

In lutdttlon* th« NHHi^rr AoknoiiiL«i4y«a thu fol Uiiiiitui iji oupii «n«1 ln4ivi4iuiU 
for th«ir oo^iiMbut lon« ♦ 



1, Ibr «up|>oict of thm Initiiil aonu«ipt of a NAtlonul aUok tki«ltH.^i« 
Provli1#rii Tuiik roro* ^nd for hi«i ^>rovi«ilon of iituff rii«ouruti«i 
mt\i\ Uifi>rKuitlon to fAuLlLt«t« th* w^>rk on tJv«i NHH^ri^i 




2. 



For ttupport of thm continuing «ffurt« on th« NBHPTTi 



Or* Mary J«n« Jmumm, fgrmar director, Division of 
H«Art and Vascular Diseasss/ NHLBI; currsntly, profassor 
of pediatric cardiology, Univsraity of Miami Collage 
of Medicine - 



NIH 




Dr. Thomas Malone, Deputy Director, National Institutea 
of Health 



Dr. Seymour Pejrry, Associate Direc^r for Human Resources 
and Social and Economic Service^, Office of Sqience and 
Technology Policy, Executive Office of ^he President 
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Hi^^i^ii ji4^i4 mm^mm m^m^im $$^^m^ mm* 



Ulllyfl HMl-i itiMH^i^i,. , #t i?%|::4m>:= 

Uiiiai #i%4 i|i^i «y«ini I«4i4 Ui^^^i^ mm, il^vi)^ w«t4it 
» 

^ «ii4 iH 1 i|i,)«iy ui 4i#<ii«i»<» lu an^n , iH^vu , i 

tlr t y^'ii^***^*!** H#y4«ia, #4mliUi»tv4U4i- , 

Hi Alii imvi), HHM»i 

1 

mou4 l^r<»<i«ui«i ri#r«utlaH «liii4 rY>llowi»|> |>tMt^r«w (Hurr), 

Mt\ <,ii nhiimW# W«i>4 (]N#liMI»)* iHHH4in*toi^ H«t ioii^l Hl.jh 
Hltu)4 vrii««vu«i l^tvMMMon l*iogi4imi f^hlnf, lln^Uh l6i1uo<ifton 

Clinical AppllcAtloriii aiul I^r#v#n!: ton Pro<|r«!ii, DHVl), 
NHL0II currently a»«i«t«nt profi^imor of wuit>i«m«l lea , 
Harvard l)nlv#r«lty ^ 

Dt. St«ph«n M. W«is9, chlaf, Bshavtotnl Hiidlolnii 
Branch, DHVD, NHLBI 

For providing th« NBHPTF with Infonnatlon r«gAr4in<j the »cop«i and ' 

nature of gov«rnm«ntal , industrial, acadamic and voluntary onjanlza- 

tlona In dl«Mia«« prevention f|^1 health pronu^jtlon^ ^ ^ 

Mr. Glenn Bennett^, minority involv<wnnent ap^tciallet, 
American Heart Aesoclatlon 

Dr. Richard Butcher, paet president, San Diego 
Affiliate, National Medical Aaaociatlon ^ 
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f-- Dr. Anna Cherrie Epps,^Tulane University Medical Center 

• o - . ' - 

Mr. Frederick Foard, product manager, Staith, Kline 
and French , * 

Kelsov deputy administrator. Health Services 
' Adadnistration (HSA), DHEW 

- Mrs. Pauline mies, assistant vice president, "National 
-ifeait^h Ooui^if 

r "Ms^ Ada Paul |[^M.P.H.), chief 6f Hypertension Programs, 
American Heari Association ■ ■ " 

' . - . • DJT. EUlah feunders, president, Maryland Affiliate, 

V Prp^^ident Jbs^^ Baltimore; chairman, Maryland High 
" Blood Pre M^lite Program' Advisory Couftcil 7, fellow,' 

American JSollege of Cardiology 

Fl^rance Stroud (R.N*), chairperson, California Board 
of Quality A|^urance 

Dr. George Tolbert (Deceased 1979), associate director. 
Bureau pf Cooraunity .Health Services, HSA, DHEW 

Witte, medical director. Bureau of Health 
^|ucation, Cei>ter for Disease Control, DHEW 

For providing the NBHPTF with access to executives and information 
regarding current activites of foundations in the area of 
hypertension control . A special thanks to ly 



Ms. Margaret Mahoney, vice presiMnfc, Robert Wood 
Johnson Foundation ' 

Ms. Pauline Miles, assistant vice president. National 
Health Council 

We are particularly grateful to have met with representatives 
of the following organizations: 

Mr.^William Beaty, Itteleson Foundation 

Ms. M^ine Bleich, Josiah Macy Foundation 

Ms. Lucille Kantor, coni^ultant, Albert and Mary Lasker 

Foundation 

Mr. Henry Williams, chairman. Health Committee, 100 
Black Men, New York City 

For providing the NBHPTF with information regarding the various 
systems and other barriers to effective high blood pressure 
control and suggested recommendations for solutions: 
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Dr. John Aarondondo, Nationed. Association for the 
Advancement of Colored People 

Mr. Ronald Ausbrook, director. Prison Hee^th Initiative, 
National Health Service Corps, DHEW 

Ms. Janice Berry (M.S.W.), National Association of Black 
Social Workers I 

Ms. Ame Be^tup, National Council of .Negro Women 

Dr. Anthony M. Bruno, associate bureau director, BCHS, 
HSA, DHEW 

Dr. Robert I. Brutsche, Assistant Surgeon General, U.Si 
Federal Prisons Health System 

Dr. Edmund Butts, regional director. Hemodialysis 
Program, Kaiser Medical Center, Los Angeles, California 

Ms. Michelle Y. Carroll, staff associate, program 
development. Blue Cross '^nd Blue Shield ^Association 

Dr< W. Montague Cobb, NAACP 

Mr.. Jam6s H. (Pat) Daugherty/ acting director. Division 
of ' Organization Development, Bxireau of Cfemmunity 
Health Services (BCHS), HSA, DHEW ' - * > 

Dr. Sylvester Davis, chairperson, Hefiflth Sub-Committee, 
Board of Trustees, National Association for the 
Advancement of Colored PeoJ>le 

Mr. Eugene Dickerson, imperial potentate. Ancient 
Egyptian Order of Jjtystic Shrine (Shriners) 

Dr. Lloyd Elam (and Staff ) , president, Meharry Medical 
College, Nashville ^ Tennessee 

Dr. Erwin France, former chairperson. National Foundation/ 
March of Dimes Task Force on Maternal and Infant Care; 
partner. Palmer, France, Greene and King, Ltd. 

Dr. Paul Haber, assistant chief medical director for 
professional services. Veterans Administration 

Dr. Carlessia^ Hussein, executive director, Santa Clara 
County Health Systems Agency, San Jose, California 

Ms. Andrea Jennings (M.A. ), health care systems consultant 
Chicago, Illinois 



Mr, Thorn Jones, formerly project director, St, Francis 
Hospital, Peoria, Illinois; currently, legislative liaison, 
. Illinois Department of Public Health 

Dr. Edward D, Martin, director. Bureau of Community 
^Health Services, Assistant Surgeon General,' USPHS 

Mr, Winston Moore, former director. Cook County 
) Department of Correction (Chicago) 

^ Ms, Grace Myers {R,N,)# administrative coordinator. 

Hypertension Screening and Treatment Program, Veterane^^ 
Administration 

Dr, Lindrey Niles, associate dean, Howard University 
School of Communications 

^Mr, Alan Omar, president, Elijah Muhammad Memorial 
Health Facility, Inc, World Community of Al-Islam 
in the West 

Mrs. Eldra Perry (R,N,, N,P,), nurse practitioner. 
University of Tennessee at Memphis/ m^&e coordinator. 
Church and Community Uhited. to Fight Hypertension, 
Memphis , Tennessee 

^ Mr. Edwarrd Pitt, director. Health and Social Welfare, 
National Urban League 

^ . Dr. Samuel Rogers, director, Wayne Minor Community^ 
Health Center, Kansas City, Missouri 

Dr . Roy Schneider , commissioner of health. United States 
Virgin Islands 

Rev. Melvin C. Smith, pastor, Mt. Moriah East Baptist, 
Church, Memphis, Tennessee; convenor. Church and Community 
Uhited to Fight Hypertension, Memphis, Tennessee; 
Memphis High Blood Pressure Control Project 

Mr. W. Melvin Staith (M.B./,), president, Michigan HMO 
Plans, Inc. ) 

Dr. Orlando Taylor, chairman. Department of Arts 

and Sciences, Howard University School of Communications 

Ms. Penelope Taylor, assistant executive director. 
National Office of Black Catholics 

Mr. Peter M. Thexton, actuary, He«ath Insurance 
Association of America ^ 
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Mr. Jeunes Webb, senior vice president/ Health Cafe 
Services Ctorp. /hcSC) (111^^^ Bliae Cross and Blue, 
Shield Plan); ^pard; member *and former chairmeui of Committee 
on Special Poj^ulatiiDns, American Society of Actuariesi 
Chairman, Hdfe Hypeiftensipn Study Group f 

br. Aaron>Wells, Ancient Egyption Orders of Myotic 
Shrine (Sihriner) i -.^ 
— . / '1. ■ •• . ' ' \ ' 

6. B^r providing ihs/ghts regarding/1:he role df vicious providers, 
the physician assistant and hur^e practitioner . in Tiigh b 
v^pressure, education and control) V . 

- 'Dr. Oliver Foster, president-eleot, California Podiatry 
Associationt. president. National Podiatry Association. 

, Dr Dorothy Harrison, \ Howard Universii:y, Biofeedback 
Laboratory; Association of Black Psychologists 

^ -i Dr. James^ Lassit^er, papt pi;esident. National^ Dental 

Assopiation , 

— ■ ■ - \ ' ' ^ ^ ■ . • 

Mrs. Jeeuiette Poindexter (R.N.), National Black Nurses 

Association (NBNA) . 

Mrs. Gloria RDokard (R.>r., N. P.), national secretary. 
National Black Nurses /Aseociation; Visiting Nurses 
Association, Toledo, /Ohio 

Ms. Gerry Simmons . (R.N. , N.P. ) , Veterans Administration, 

Sepulveda, California 

. ■ ^. f ' ■ * 

Mr. Wendell Wharton, board member, American Physician 
Assistants Asi^ciation ^ . " 



Dr. Jasper Williams, Williams Clinic, Chicago; past 
president. National Medical Association ^ 



7. For participation as speakers and chairpersons "at the White House 

NHLBI Symposi\«a on the recommendations of the Black Health Providers 
Task Force, June 1979: ^ 

a. White, House . 

Domestic Policy Council Staff 

. ' ■ ' ■ \ ■ , ■ 

Mr. Joseph Onek, associate directorl^ Domestic Policy 

Staff, The White House 

\ ■ ■ ' * . ■ 

Dr. David Calkins, assistemt director. Domestic 

Policy Staff, The White House. A specials^ thanks 

to. Dr. Calkins for the coordination of this meeting 
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'Office of the Special Assistant to the President of t]ie / 
United States ^ y / 

Ms. Karen W. Zuniga, xJeptrtY to liouis Martin. 

Special Assistant to 'the President of the l|[ited States 

b. pHEW Office of the Surgeon General, Uhited^jStates Public 
.Health Service 

Dr. J. Michael McGinnis, Deputy Assistant Secretary 
for Health (Disease Prevention and Health Promotion) . 

Dr. George I. Lythcott#, Administrator^ Heal tl\ Services. 
Administration, Aii|sistant Surgeon General 

Cm I Congressional ' . * 

" > The Hc^norable Louis Stokes (Ohio), cochairperson. Health 
^ CommitteaV Congressional Black Caucus " - 



d. Private 



Dr. Jesse'' Barber, president. National Medidal Association 

Mr. Charles bavis, executive director ^National Insuti'ance 
Associatipij^ . ' / . 

Dr. Elijah Saunders, president, Maryland Affiliate, 
American Heart Association ' ' 



For professional and administrative support: 



a. 



General Conference Mamagement 1' 

- .Ms. Julie Knowles, National High Blood Pressur^ Education 
, ;Program. Contract Staff 'r/- 

- Mrs. Estella Lazenby, National High Blood Pressure^^^ 
Education Program Contract Staff f ^ . ' 

Provider Information Gathering ' ^ 

Mr; Alfred E. Fisher, executive vice president , 
National Medical Association V 

M&i Eleanor High, executive director, j National Dental 
Association \ , 
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^ Mrs* 91oria"H6okard hVp«)/ natjx>nal sac^retary, 

^ ' National Black Nurses Aaaociation > ^ \ 

Ms* Jaokle Wlllltimji/ Hatlonal, High Blood Pressiira 
Eduction Pr6^»' _ ■ ^ ■ 



For consulting vservicoli to the, task force 

Mr. Michael Boimeii^/ Bonner Health SysterasY former 
executJ^ve direct<^Jc, Student National Medical 
Association, ^Washington, D«C« 

, ■ •* - 

Mr. Peter Crawford (M.P.A. >; private consultant, Rsston, 
Virginia. A special '|hanks for perfomu^nce of site 
visits to Meharry Medical Col^ge, Nashville, Tennessee; 
Watts Heaith Foundation, Los Angeles, California 

- ^, Dr. Brwin France, partner. Palmar, France, Greene and 
King, Ltd., Chicaga, Illinois 



Dr. Ronald Luckett, clinical psychologist. Orange County^ 
California v ^ , 

Mj9. "Madeline McCullough Pett;y (M.P.A. ) , ^academic director, 
Iftiiversity. of Southern California Wasl^ington Public 
Affairs €en^er, Washington, D.C. » - ^ 

Mr.. Joseph MclMn., computer progreum&er, Baltimore, Maryland' 

■ * 

Dr. Retha Wei Ions, organizational m^agement consultant, %^ 
Kaiser Permanente Health Plan, Los Angeles, California 



/ 
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DISCRIMINATION PROHIBITED; Under provisions of applicable public laws 
enacted by Congress since 1964, no person in the United States shall,, 
on the ground of race, color, national origin, sex, or handicap, be ' 
excluded from participation in, be denifed the benefits of, or be sub- 
jected to discrimination under any program or activity receiving'TP'ederal 
financial assistance. In addition. Executive Order 11141 prohibits * 
discriipination on the basis of age by contractors and subqontractors in 
the performance of Federal contracts. Therefore, the National Heart, 
Lung,^and Blood Institute must be operated in compliance with these laws 
and executive order. 



